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Back Injuries’ 


By W. W. Plummer, M.D. 


The problem presented in back injuries is not new. 
Always complex, it is becoming more complicated be- 
cause of the present industrial set up. The difficulty 
of accurate diagnosis of a condition, largely described 
by subjective symptoms, is made more difficult by the 
injection into the picture of the factors related to com- 
pensation in one form or another for injuries received 
under employment, or in the rapidly mounting trans- 
portation casualties. Our job of course, is to arrive as 
quickly as may be, at a discriminating understanding 
of the underlying causes of the disability presented, 
either in subjective form by symptoms alleged by the 
patient, or by more obvious objective signs or both. 

Cases having suffered any degree of injury to the 
back have a perfectly devilish propensity for develop- 
ing into a stage of chronicity associated with an in- 
creasing multiplicity of complaints and symptoms so 
apparently unrelated to the original cause, that none 
of us should be blamed if we occasionally throw up 
our hands in despair when attempting a reasonable 
solution of the problem. Long drawn out and unsuc- 
cessful treatment, conflicting medical opinions and ad- 
vice, coupled with the well known demonstrations of 
delay, temporizing, and desire for higher awards in 
the State Compensation Courts, all tend to make these 
people most unsatisfactory patients so far as useful 
end results are concerned. I am stressing this phase of 


*Read before the Genesee County Medica! Association, January, 1933. 
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the subject for two reasons. The first, probably not 


important, is to set up a mild form of alibi for myself 
when I fail to present to you a really clean cut se- 
quence of diagnosis, treatment and recovery in this 
type of injury. The second reason is, that because of 
the vagueness and unreliability of many of the signs 
and symptoms presented, we need to search for and 
hang on to every bit of definite anatomical and path- 
ological data that we can demonstrate. And by the 
same token, we must take care that we are not fooled 
by apparent anatomical deviations from the normal, 
which are not and never have been connected with 
the injury under consideration. 

In general, there are two types of back injury as 
described by the assumption, first, that there is no 
gross damage to the bone structure and that the dam- 
age is limited to the musculo-ligamentous system. Sec- 
ond, by a further assumption and actual proof that 
damage to bone by fracture or dislocation or both can 
be demonstrated. The first type of injury is by far 
the most common and I might add, often more than 
difficult to definitely evaluate and successfully carry 
thru to a satisfactory and complete recovery. 

To begin with, all these cases should be seriously 
and carefully studied as soon as possible and before a 
period of several days of half measures, or no atten- 
tion, has begun to build up a series of complex symp- 
toms due to increasing discomfort and pain, and be- 
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ginning apprehension on the part of the patient. An 
accurate description of the actual accident with the 
location of the major pain signs is of the greatest help. 
Within reasonable limits, a bending lifting strain, or 
twisting slip and fall with pain in the low lumbar or 
gluteal region, will prove to be a low back injury, not 
complicated by gross bone damage, and will fall into 
the great group of low back disabilities variously 
called, sacroiliac strain—lumbo sacral strain—myocitis 
or lumbago. The name does not matter much if we 
can visualize the probable area of damage and prompt- 
ly institute the proper measures. 


By the same reasoning, a greater violence as a stiff 
legged landing from a fall from a height, a forced 
flexion of the back by crushing force, or a violent body 
flexion over a fixed object, such as a motor car seat, 
associated with pain higher in the lumbar spine or in 
the lower dorsal, will nearly certainly lead to the dem- 
onstration of a fracture somewhere in this region. Un- 
fortunately it frequently happens that this last group 
does not produce complete disability, with a conse- 
quent serious loss of time before the diagnosis is 
made. So the type of accident, with location of major 
pain, is one of our very best leads to a proper classifi- 
cation. 

The low back strain group in the acute stage, will 
describe the sort of accident as noted above. There 
will be pain in one or both gluteal regions on bending 
and in the lumbar muscle masses. Leverage tests with 
the extended legs will cause pain in the same areas, 
and will often be associated with referred pain along 
the sciatic distribution. Pressure over these areas will 
often cause pain, but not always definitely located, and 
frequently not constant. Muscle spasm is usually dem- 
onstrated and expressed by postures of protection such 
as a forward bend or lateral tilt. 


In this type of case, good x-rays will clearly demon- 
strate the absence of any signs of fracture or disloca- 
tion, but may and often do show signs of old disease, 
congenital asymmetries, or postural deformities. The 
cases seen and examined promptly after the injury 
should present no difficulties in the way of a proper 
interpretation of the x-ray findings, and any later con- 
fusion as to the casual relation of changes in the spinal 
structure to the injury, can be prevented. 

The pathology in this type of injury is mostly dam- 
age to muscles and ligaments with the joints playing a 
secondary part. Due to the violence of muscle con- 
traction, and pull and stress on the supporting soft 
tissues, minute hemorrhages and exudate into the mus- 
cles, the liagments, and possibly even the joints will 
follow. If the exudate and swelling is sufficiently 
bulky, spinal roots and nerve trunks may be involved. 
These variously damaged tissues will account for any 
and all of the disabilities and symptoms that character- 
tize these cases. 

What this patient needs is complete and absolute rest 
in bed from the start. The early use of heat and in- 
telligently given massage, but nothing violent and no 
attempts at manipulation. A pelvic support of some 
sort, as a belt or low brace, and a slow but planned 
return to activity. If the diagnosis is correct, this man 
will recover from his attack in a relatively short time. 
His return to activity however, should be worked out 
in the same manner as one would train for an athletic 
contest, and his exercise given in measured doses. This 
method of returning an injured man to work is so sel- 
dom followed that I am sure it accounts in large meas- 
ure for the rapidly increasing number of chronic low 
back disabilities. 
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The chronic stage of this first group of back jp. 
juries will exhibit most of the acute symtoms plus the 
distressing functional and organic disabilities of pro- 
longed periods of disuse. Atrophic muscles, fixt mal 
postures, and limited joint movements make treat. 
ment very difficult. 

The problem is rehabilitation. Prolonged and pa. 
tiently administered physical therapy, plus a real co. 
operation by the patient, is the prime indication, Fy. 
sion operations for joints obviously permanently dam. 
aged is and should be good surgery. The selection of 
cases for operative treatment must be most carefully 
made if disappointing end results are to be avoided, 
The prognosis for complete recovery is always in 
doubt. Under favorable conditions, marked improve- 
ment in functional ability can be obtained, but in in- 
dustry, most of these men do not return to the same 
full activity possible before the injury. 


In the second group of back injuries, a demonstrable 
fracture of the spine, usually of a vertebral body, js 
assumed. The type of accident has already been de- 
scribed. In these cases, the pain is usually quite def- 
initely localized in the mid line of the spine and mark- 
edly increased on motion. Pressing on, or attempting 
to move laterally the separate spinous processes will 
often locate the level of the suspected fracture. Mus- 
cle spasm is marked and symmetrical. Frequently a 
change in spinal contours can be noted such as a slight 
kyphos. There may be referred pain along the periph- 
eral nerve tracts, and motor and sensory changes, pos- 
sibly even some degree of paralysis. 

The x-ray findings complete the diagnosis, usually 
a crush or compression of one or more vertebral 
bodies. Less frequently fractures of the vertebral ring 
can be demonstrated. Because of the flexibility of the 
lumbar spine, most of the fractures of this type will 
be found in the upper four lumbar and last two dorsal 
bodies. 


In these cases, we fortunately have a clear cut indi- 
cation for prompt and effective surgical treatment. If 
the cases are recognized within the first few hours or 
days, remarkably good results can be obtained. The 
formula is simple; reduce the fracture and maintain 
reduction until repair is assured. There are a few 
cases where it cannot be applied, but it will hold for 
most of the crush fractures of the spine that any of us 
will see. 

Recall the anatomy briefly. The spine is a series of 
superimposed bony units, strongly incased in a firmly 
attached flexible ligamentous tube. Each unit has two 
main parts, the body in front, the lateral articulations 
behind. Each part rests on or supports a similar part 
above or below. The body by fracture, crushes or col- 
lapses in varying degree. The posterior part by virtue 
of its structure remains entirely or nearly intact. Re- 
sult, the collapse or shortening of the front of the 
spine with the associated angulation and the distortion 
shown in the x-ray. 

Hyperextension of the spine in theory should, and in 
practice does, in a large measure, restore the original 
body form. Under anesthesia we place the patient sup- 
ported only on the upper front of the chest face down 
and both lower extremities slung up by the feet to 
produce hyperextension of trunk and thighs. With 
slow firm pressure the spine is pressed down until 
kyphos or flattening disappears. Then, a long plaster 
jacket is applied from the base of the neck down on 
to the back of the thighs and the affair is accomplished. 
This is the method of Davis of Erie. There are other 
methods of accomplishing the same result, but we be- 
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lieve this the simplest and most effective. Eight weeks 
in bed in this position is followed by a Taylor brace 
for six to ten months and the usual physical therapy 
will complete the case. 

The records will show an increasing number of cases 
of this type of back injury who are happily going 
about their daily affairs with comfort and efficiency. 
These people have recovered from a tracture of the 
spine with an end result comparable to the restoration 
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of function in the common fractures of other bones. 

If any conclusion is to be drawn from this brief 
comment on two types of back injuries, it should be 
that they are real surgical emergencies. In both 
instances, early recognition and efficient treatment 
should and will help to prevent the distressing disabil- 
ities and economic losses incident to present day in- 
dustrial occupations. 

89 Bryant Street, Buffalo, N. Y. 


The Foot and the Shoe’ 


By R. Plato Schwartz, M.D.** 


The human foot has suffered pain amounting to 
torture in successive generations for at least two cen- 
turies. Women more than men have paid tribute to 
fashion, false pride, and vanity. This may be due to 
the fact that shoes have usually been designed and 
made by men. ' 

Those who publicly opposed the use of alcoholic 
beverages championed the cause of temperance, but the 
results of prohibition are almost as negative as the 
absence of “corned feet.” Without treating the re- 
sults of the Eighteenth Amendment with derision there 
is occasional evidence that both sexes may still get 
pretty well corned. The reaction produced is easily 
recognized as differing from that which results from 
corns on the feet. Pain and irritation from corns may 
alter gait; however, the decision of the court has never 
held that the defendent staggered because he wore a 
particular make of shoe. 

In this relationship of the foot to the shoe we have 
represented a triumvirate: the shoe industry, the pub- 
lic wearing shoes, and the medical profession are the 
parties concerned. 

Let us admit that the human foot has served its 
sentence to solitary confinement and torture for more 
than two centuries. With this fact in mind we are less 
interested in determining who passed the sentence on 
successive generations than we are in how its evil ef- 
fects may be corrected. 

The problem which claims our mutual interest re- 

quires that we should deal with certain elementary 
tacts. 
_ Only a passing interest in the osteology of the foot 
is necessary to reveal that it does not conform to the 
characteristics of an arch. The astragalus rests upon 
the os calcis and is, therefore, not comparable to a key- 
stone. With the acceptance of these limitations we 
shall use the word “arch” which has become conse- 
crated by common usage. 

The “arches” of the foot are, therefore, referred to 
as the longitudinal and the transverse. The longitud- 
inal is divided into medial and lateral. The lateral 
longitudinal arch consists of the os calcis, cuboid, third 
cuneiform and the fourth and fifth metatarsals. The 
medial longitudinal arch is formed by the os calcis, 
astragalus, first and second cuneiforms and the first, 
second and third metatarsals. The contour of the ar- 
ticular surface of these respective bones provides for 
mobility of the medial side while the lateral side of 
the foot, being less mobile, contributes to stability. 
Ligaments bind the respective bones together while 


_"From the Department of Surgery, Division of Orthopedics, Rochester 
hiversity, School of Medicine and Dentistry. 
Associate Professor of Orthopedic Surgery. 


maintenance of normal relationships with freedom 
from strain is assured only by maintenance of relative- 
ly normal strength of the surrounding musculature. 

The required brevity of this paper permits only the 
statement of facts which are based on the structure 
and function of the foot. In an earnest desire to ac- 
complish our purpose, anatomical and physiological 
details cannot always be included; therefore, dogma- 
tism may seem to prevail. 

Nature, when not limited in her work, does it faith- 
fully and handsomely. The straight toes and the in- 
step make a baby’s foot a thing of beauty. Unre- 
stricted by external coverings, it develops with normal 
contours. Childhood is usually free from foot ailments 
because the public demands shoes which place small 
limitations on the function of the foot. With adoles- 
cence the foot enters the Supreme Court of Convention 
to be placed on trial before the Judge of Prevailing 
Style and is invariably sentenced to be forced like a 
quart-measure into a pint-cup. It serves its sentence 
through two decades during which it becomes weak- 
ened, crippled, and too frequently deformed; then ap- 
peals its case for relief and pardon from further pun- 
ishment. 

Disfigurements and distortion, mild or severe, in- 
variably reveal the agony which human feet have suf- 
fered by the time they have served their master or 
mistress for thirty years. The feet which nature started 
to make as structures of beauty in perfection of con- 
tour, without hint of impaired function, are revealed 
in the form of swollen edematous ankles; puffy an- 
kles; wide heels; low arches; pronated feet; flat feet; 
rigid feet ; relaxed feet ; claw feet ; feet that turn inward 
or outward; feet with prominent bones; the great toe 
overriding the second, trying to reach the third; the 
large joint inflamed, painful, indurated, infected or ul- 
cerated ; hammer-toes with corns, hard or soft, one or 
many, always painful; nails ingrown; callosities on 
the plantar surface, either small or large but always 
disabling ; itching feet; burning feet; sensitive feet; 
and cold, sweaty, dirty feet-—which should be diseased 
if they are not. 

Without exaggeration, this is the evidence presented 
in the appeal for relief from the sentence of Judge 
Style in the Court of Convention. Personal pride leads 
the way, Convention provides the Court, Style assigns 
the Judge, the shoe trade furnishes the means for sol- 
itary confinement while Medicine awaits the appeal for 
relief, 

These gross local changes in the feet predispose the 
possessor to many other ailments—undue fatigue, 
cramps in the legs, pain in the knees, thighs, and hips, 
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together with backache, which discomforts are fre- 
quently relieved when a patient is properly shod. 

This brings us to the consideration of that mooted 
question—What is the proper shoe? Before attempt- 
ing to give an answer let us recall that the unshod foot 
of aboriginal tribes never presents the disfigurements, 
distortion, and weakness imposed upon the civilized, 
adult shoe-wearing individual. Nor were they known 
in the days of ancient Egypt, Greece or Rome. The 
Egyptian sandal consisted of a flexible sole held in 
place by two straps. The lacing of the Roman sandal 
did not include the toes but covered the dorsal surface 
of the foot and distal half of the leg. 

This evident freedom from constriction and associ- 
ated absence of the deformities of the feet bears sig- 
nificant and important relationship to the question of 
the hour. Moreover, the reason for this paper is ex- 
pressed by the prevailing multiplicity of foot ailments 
which always follow in the wake of restricting its nor- 
mal function. In order that such conditions should not 
develop, the proper shoes must (1) give freedom of 
action to the muscles of the leg, ankle and foot; (2) 
they must allow the foot length and breadth as its 
structure expands under the weight of the body in 
walking and standing; (3) the uppers must be kept 
closely drawn over all parts of the foot, ankle and leg, 
when the arches are contracted and the muscles inac- 
tive, as in a state of rest; both objectives—ease to the 
foot and beauty of fit—being secured by the same 
means. 

A more clear definition of our requirements may be 
revealed by drawing attention to disputed questions 
regarding the characteristics of present day shoes. If 
our common efforts are to be rewarded with any de- 
gree of success by the buying public, we must first rid 
our minds of the conventional orthopedic shoe. At 
present, this heavy, black calf-skin, broad toe, wide- 
heeled blutcher, cannot be forced upon a debutante 
who has not suffered the required twenty years of pain. 
We must concede that the characteristics of design es- 
sential for the prevention of deformities may be pre- 
sented in color, style, and weight more nearly conform- 
ing with occasion and season. The greatest demand 
for such shoes usually comes from those of modest in- 
come. It is unnecessary to state that our purpose will 
be partially defeated unless a good shoe can be sold 
at a moderate price. 

For women there must be a variation in the height 
of heel. Many cannot go bare-footed for even a short 
length of time without discomfort. The height of heel 
should range from 44” to 134”. It should be designed 
so that the weight-bearing area is broad enough to 
prevent pivoting at the astragalo-calcaneal joint. 

Pronation of the feet is almost always present, even 
in feet free from symptoms. The shank of the shoe 
should, therefore, be reenforced. The amount of re- 
enforcement should, in no instance, make the shank 
perfectly rigid. Such rigidity impairs the function of 
the foot as a flexible weight-bearing structure. The 
plantar surface of the last should be so cut that the 
shank of the shoe would follow the contour of the 
longitudinal arch from the lateral to the medial surface 
of the foot. At present, the shank is too frequently 
flat from lateral to medial side. This is especially true 
in men’s shoes. 

The shape of the sole has taken many forms. In 
men’s shoes they are usually more free from a tend- 


ency toward creating deformities than in women's 
shoe. A straight inside line is essential for preserva- 


tion of alignment of the great toe. Failure to com- 
ply with this requirement will, without exception, favor 
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the development of hallux valgus and accompany; 
bunion. The fifth toe may be directed medially with 
much less total discomfort and impairment of fune. 
tion. The inner surface of the sole is usually flat, the 
first and fifth metatarsal heads rest on the edges where 
the upper is sewed to the sole. With age, the sole tends 
to cup from lateral to medial side, leaving a depression 
into which the second, third and fourth metatarsal 
heads are received in standing and walking. This, in 
conjunction with other influences to be mentioned |g. 
ter, alters the normal relationship of the metatarsal 
heads. The plantar concavity thus produced favors 
the development of pain in the region of the metatarsal 
heads, often difficult to relieve. It is probable that 
changes in the last could be made to correct this defect, 

In consideration of the upper, there are three im- 
portant factors. These concern the relationship of the 
contour of the last to the upper. 


I am aware of the commendable efforts made by 
some manufacturers to improve the shape of the heel, 
The development of the combination last marked a 
definite advancement in the art of making shoes fit 
better. The fact remains that there is more work to 
be done in this direction. This applies to the shoes 
for men as well as women. Reference has already been 
made to the frequency of pronation and its definite in- 
dication of a weak foot. Given a properly fitting heel 
much more could be done toward preventing or cor- 
recting this deformity. 

Almost without exception the forefoot suffers from 
the shape of the last over which the upper is fitted. 
The medial and lateral edges of the last are, almost in- 
variably, narrower than the thickness of the foot at 
these levels. This can have only one result. The upper 
must constrict the foot on which the shoe is worn. This 
gives at least a partial accounting for the difference in 
comfort between old and new shoes. Furthermore, it 
affords explanation for the marked atrophy and weak- 
ness of muscles in feet on which persistently tight shoes 
have been endured over a period of years. The correec- 
tion of this prevailing fault is dependent upon making 
the last thicker along the medial and lateral borders 
of the forefoot and the subsequent use of more leather 
in making the upper. 

The third point with respect to the contour of the 
last is the effect of the upper on the prominence nor- 
mally formed by the internal cuneiform on the dorsal- 
medial surface of the foot. The last should have a 
prominence at this level. The upper might then be 
laced snugly without creating a point of pressure with 
the subsequent development of painful corns and 
prominences. 

The fundamental principles underlying the changes 
suggested for the improvement of footwear have been 
mentioned only in a general way. In each instance 
they are supported by agreement of facts relative to 
the structure and function of the foot. Any serious 
approach to the relief of discomfort and deformities 
by changes in present footwear must be made in keep- 
ing with these requirements. But this is only a part 
of that which is essential for success in development 
ot better shoes. 

Personal efiorts in this direction have been made 
during the past five years. The results have left much 
to be desired. However, the experience gained makes 
it possible for me to look upon the future with hope 
and assurance of developing shoes which will be more 
specific as prophylactic and therapeutic agents. 

The justification for this optimism is based upon 
observations relative to the trend of thought expressed 












by the 
ently 
The s! 
paign 
ration 
to the 
foot ¢ 
reque: 
and si 
Son 
limite 
Fir: 
shoe 1 
contir 
be ce! 


| 


Th 
neuro 
articu 
tural 
Since 
reflex 
have 
tion ¢ 
erect 

Ro 
geste 
exten 
those 
(3) 
exten 
acic 
the h 
that | 
upon 
with 
learn 
erect 
tend 
side 
great 
held 
the t 
cones 
cal p 
activ 

Tl 
as al 
by t 
cent 

rece! 
unde 
post 
the » 
the | 
is m 
thos: 
the 1 

‘Ha 

Dee 

21i 

a 

No. 6 








nying 
with 
fune- 
t, the 
where 
tends 
SSiOn 
tarsal 
is, in 
d la- 
farsal 
AVOTS 
tarsal 
that 
efect, 
> im- 
f the 


e by 
heel, 
ed a 
2s fit 
rk to 
shoes 
been 
€ in- 
heel 
cor- 


from 
itted. 
st in- 
ot at 
pper 
This 
ce in 
"e, it 
eak- 
hoes 
rrec- 
king 
‘ders 
ther 


the 
nor- 
rsal- 
ve a 
1 be 
with 
and 


nges 
deen 
ance 
e to 
ious 
ities 
eep- 
part 
nent 


ade 
uch 
ikes 
ope 
10re 


pon 
ssed 











THE 


by the parties involved in this triumvirate. Independ- 
ently each one has been striving for the Holy Grail. 
The shoe trade as a whole has enforced an active cam- 
paign to develop the public conscience toward a more 
rational care of the feet. The public has responded 
to the extent that pride is more willingly sacrificed for 
foot comfort. The medical profession has earnestly 
requested the cooperation of those who manufacture 
and sell shoes. 

Some of the causes which have prescribed to the 
limited success attained are easily recognized: 

First—Unification of effort has not prevailed. The 
shoe trade and the medical profession should no longer 
continue to work separately. The public should not 
be censured for punishing its feet until it is provided 
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with shoes which, at present, are infrequently avail- 
able. Given this cooperation based upon requirements 
previously mentioned, I am sure that definite improve- 
ments in shoes can be made available. 

Second—The individual manufacturer may clearly 
understand all this but he cannot attack the problem 
lone-handed. The magnitude of the work involved re- 
quires the consideration of the organization as a whole. 

The multiplicity of words, simple and compound, 
designed to reveal the merit of different shoes, reveals 
chaos in the trade and promotes confusion of the pub- 
lic. Despite all of these well-meaning names; aching, 
painful feet become weaker and grow deformed. 

Thousands of men and women are asking for our 
help; every child deserves our consideration. 


The Klapp Creeping System: Suggested Applications 


By Josephine L. Rathbone and Frances A. Frank 


The erect carriage of man is maintained at considerable 
neuromuscular expense. With the skeleton so loosely 
articulated, it is impossible to balance the various struc- 
tural weights without a guy-rope action of many muscles. 
Since the pioneer work of Sherrington on the extensor 
reflex of quadrupeds, many assumptions and observations 
have been made with regard to the reflex tonic contrac- 
tion of the muscles necessary to the maintenance of the 
erect posture of man. 

Royal Haynes, M.D., of New York has recently sug- 
gested that the following muscles are involved in the 
extensor reflex of man in the antero-posterior plane: 
those which (1) invert the foot, (2) extend the knee, 
(3) extend the hip, (4) reduce lumber lordosis, (5) 
extend the dorsal spine, (6) elevate and widen the thor- 
acic cage, (7) straighten the cervical spine and (8) level 
the head." He has further analyzed a means of training 
that complete extensor reflex by concentrating attention 
upon those muscles which can be controlled consciously 
with little effort. In his own words, “When a child has 
learned to make a bilateral gluteal contraction in the 
erect position, the thighs become adducted, the knees ex- 
tend and turn outward, the weight is borne on the outer 
side of the foot and on the outer four toes, leaving the 
great toe hardly touching the ground, and the feet are 
held in the inverted or ‘strong’ position. ..... It throws 
the body, as far as the pelvis and lower extremities are 
concerned, into the optimum position from the mechani- 
cal point of view and must be regarded, I think, as the 
active standing mechanism for man.” 

The erect position must be maintained laterally as well 
as antero-posteriorly, and the spine is held erect partly 
by the action of paired muscles on either side of the 
central line. Eben J. Carey, M.D., of Milwaukee has 
recently made an important contribution to the better 
understanding of body control in the erect or human 
posture.” With an ingenious model of a spine, in which 
the various muscle groups of the torso are attached in 
the form of springs, he has demonstrated how the spine 
is maintained statically by the complimentary pull of all 
those muscles. When one muscle group is released on 
the model, the spine assumes distortion. The release of 

‘Haynes, R. S., “Postural Reflexes, in Relation to the Correction of Im- 
Proper Body Position,”” Reprint from Amer. Jour. of Diseases of Children. 
Dec. 1928, p. 1. 

"Ibid, pp. 7, 9. 


_ ‘Carey, E. J., “Scoliosis,” Tue 


} J. Review, Vol. XII, 
No. 6, pp. 290-295. 
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the spring on the model is suggestive of the loss of tone 
in a group of muscles in a living model. Dr. Carey’s 
contribution to the problem of rotoro-lateral curvature of 
the spine lies in the fact that he has focused our atten- 
tion on the effect of muscle disfunction on the develop- 
ment of scoliosis; and he points the way to a better 
understanding of the etiology of mild lateral curves. He 
claims that most of them are due to imbalance in mus- 
cles because of malnutrition and fatigue. 

In seeking a means for strengthening the erector 
spinae muscles and for improving the entire muscle bal- 
ance of the trunk—after malnutrition and fatigue have 
been given attention—one turns to the Klapp Creeping 
System, which has attained considerable recognition in 
Germany. The exponents of that system of trunk gym- 
nastics are especially interested in the effects of their 
exercises in the correction of curvature of the spine and 
in thoracic development. Although they have been in- 
terested in increasing the tone of the muscles of the trunk 
essential to balanced control of the spine and thorax, they 
have been more concerned with increasing the mobility of 
the spine in those regions where rotoro-lateral deviation 
has become fixed. 

It is true that the more strenuous exercises of the 
Klapp Creeping System, which aim at increased mobility 
of the spine, may be used with benefit for those cases 
being prepared for spinal fusion operations, or for the 
application of plaster casts. The exercises to be de- 
scribed in the second half of this paper, however, were 
not designed exclusively for purposes of mobilization. 
They may be used for strengthening all the muscles 
which control the trunk in the antero-posterior as well 
as in the lateral planes, and for stabilizing the trunk in 
the extended position. Many of the muscles involved 
in the extensor reflex are brought into play in creeping. 
Besides the erector spinae muscles, the abdominals are in 
full play all the time the body is in the four footed posi- 
tion, in order to maintain the necessary relationship be- 
tween the pelvis and the trunk. Both the adductors of 
the scapulae and the extensors of the hip joint are in- 
volved in most of the movements. 

Because of the extension of the dorsal spine in some 
of the creeping exercises, because of the changed direc- 
tion of the pull of gravity, and because of the use of the 
shoulder blades, the chest is encouraged to assume a less 
depressed position. 
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The psoas and iliacus muscles are shortened; and the 
relation of the thigh to the trunk makes for their efficient 
and easy contraction. In many cases of poor posture 
and of sacroiliac strain, the psoas and iliacus muscles 
appear to be weak. Because of the inefficient relation 
between their origins and insertions in the extended posi- 
tion of man, especially when the lower back is flat, it is 
difficult to strengthen them by active movements. When 
one lies on the back or stands erect, and tries to lift the 
knee to the chest, the load on the weakened psoas and 
iliacus is too great. The four footed position brings the 
origins and insertions of these muscles closer together, 
improves their leverage, and makes it possible for them 
to contract easily. 

Astute observers of scoliotic spines have been aware 
of the excessive tension of many of the muscles of the 
back, and many observers have commented that the ap- 
parent decrease in the flexibility of the spine with slight 
rotoro-lateral curve is out of proportion to the boney 
limitation. Apparently, the tonus has developed in an 
effort to prevent an increase in the curvature. When the 
muscles are held in tension, they are incapable of phasic 
alternation of contraction and relaxation. If a muscle 
is to work phasically, it must have its tonic contraction 
released. Since the horizontal trunk position has an ain- 
loading effect upon the spine, the muscles which are 
habitually tonically contracted to maintain the spine as 
erect as possible lose some of their tension when the 
trunk is supported in the four footed position. When 
these muscles lose their tonic contraction, they are in a 
better state for phasic contraction. 

Besides giving an opportunity for the overtensed 
muscles to become reeducated, the four footed position 
offers an opportunity for weak muscles to get a chance 
to contract. In helping those muscles which have become 


asthenic to regain their functioning, it is necessary to 


give them easy work, at first. When the trunk is placed 
in the horizontal position, and when all the muscles in- 
volved give up their excessive tonus, the weaker muscles 
are able to function. 

Another reason why creeping exercises appeal to those 
of us who are trying to bring about balanced muscular 
control of the trunk is that every bit of work done by the 
muscles is “active.” Forcible passive correction for mild 
cases of scoliosis is not permanently beneficial. The es- 
sential objective in the treatment of mild cases of scoliosis 
lies not in the effort to keep the spine flexible so that 
it can be forced into the good position, but in the ability 
of the spinal muscles themselves to hold the vertebrae in 
balance. 

A further reason why creeping exercises are advisable 
for the strengthening of the trunk muscles is because the 
heart action is probably slightly reduced when the trunk 
is horizontal, and the exercises can be continued over a 
longer period of time than ones performed in the upright 
position. In order to bring about any improvement in 
muscle functioning, it is necessary for movements to be 
repeated almost to the limit of endurance. When new 
positions are to be trained, it is also necessary to hold the 
desired attitudes repeatedly until the neuromuscular pat- 
terning becomes automatic. 

One should place some emphasis on the fact that creep- 
ing has a natural function in the history of the race. as 
well as of the individual; and, for this reason, if for 
none other, makes an especial appeal as a form of exer 
cise, particularly for underdeveloped children. Creep- 
ing appears to be an essential type of exercise if the 
body is going to develop as nature designed that it should. 
As a prophylactic exercise it has no equal, and the effects 
will be seen not only in the spinal curves but in the con- 
trol of the entire body. 
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We should like to make the following applications of 
the creeping exercises described below: 

1. Symmetrical development of all muscles called 
upon to maintain the erect position of the trunk. 

2. Flexibility of the chest. 

3. Relief of headache and other signs of poor circy 
lation. 

4. Control of the abdominal muscles so as to properly 
support the abdominal organs. 

5. Relief of back pains. 

CREEPING EXERCISES 

The fundamental movement from which practically 
all of the Klapp creeping exercises are derived consists 
of a simple “four footed walk” on the hands and knees 
with the trunk supported horizontally. In the starting 
position of this exercise the hands are shoulder distance 
apart, the elbows are extended, and both the arms and 
the thighs are perpendicular to the floor. The head is held 
up with the eyes directed forward. The forward motion 
consists of a simultaneous pushing or placing forward 
of one hand (for example the right), and the opposite 
(left) knee, together with sideward bending and twist- 
ing of the head and neck to the side of the forward knee 
(left). This movement is followed immediately by a 
similar action of the other hand and knee, and sideward 
bending and twisting of the head and neck towards 
the opposite side. Important factors to be remembered 
during this performance are (1) to hold the spine loosely 
throughout, (2) to keep the elbows extended, (3) to push 
the knees straight ahead or slightly outward, (4) to keep 
the pelvis from swinging strongly from side to side, 
(5) to bend and twist the head away from the forward 
moving arm, and (6) to keep the feet in contact with 
the floor. 

During this performance the shoulder and _ pelvic 
girdles are slanted so that the shoulder and hip are close 
together on the side of the forward knee, and far apart 
on the side of the forward hand. The result is a single 
sideward curve of the entire spine, with the convexity 
on the side of the forward hand. The abdominal 
muscles take part in the sideward bending and in main- 
taining the horizontal position of the trunk. 

The various modifications of the Klapp creeping ex- 
ercises depend upon the assumption of different posi- 
tions of the trunk in relation to the floor, and upon the 
addition of forward extension or circling of the moving 
arm, and powerful extension and pushing backward of 
the rear leg. Modification of the position of the trunk 
aids considerably in localizing the motion to the desired 
section of the spine. The principal creeping exercises 
are roughly classified according to this principle into 
“horizontal,” “steep,” “deep,” and “combined” creeping. 
The addition of arm and leg movements mentigned above 
increases the slanting position of the shoulder and pelvic 
girdles, thereby increasing the amount of lateral motion 
obtained in the thoracic and lumbar regions respectively. 

In “horizontal” creeping the trunk is supported hori- 
zontally throughout the exercise. In this position the 
curves of the spine are slightly reduced, with the result 
that all sections are involved in the lateral motion, al- 
though there is probably more movement in the lumbat 
and lumbo-dorsal regions than in the dorsal. In “hort- 
zontal creeping with arm circling” (sometimes called 
“horizontal creeping without leg extension”) the moving 
arm describes a circle backwards, upwards and forwards, 
extending the arc of the curved spine, and increasing 
the amount of lateral motion in the thoracic spine. 

In “steep” creeping the starting position is the same 
as that for horizontal creeping. In this exercise, how- 
ever, the knee is pushed forward until it is on a line 
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with or in front of the supporting hand. At the same 
time the opposite arm circles backward-upward, drawing 
the trunk to a practically vertical position, from which 
the lateral curving of the spine is performed by means 
of bending the trunk towards the supporting arm. In 
this position the lumbar spine is hyperextended, with the 
result that most of the lateral motion occurs in this re- 
gion. In half steep creeping in which the trunk is raised 
to an angle of approximately 45 degrees from the floor, 
most of the muscular action occurs in the lumbo-dorsal 
region. 

The starting position of “deep” creeping differs from 
that of the previous groups in that the arms are extended 
forward outward on the floor, or bent at right angles at 
the elbows (with the hands directly beneath the elbows), 
bringing the chest very close to the floor,—cf. the knee 
chest position. This oblique position of the trunk flexes 
the lumbar spine and extends the thoracic, limiting lat- 
eral motion in the former and increasing it in the latter. 
It also tends to widen the thorax and to strengthen the 
abdominal muscles. One of the most valuable exercises 
of this group is termed “sliding,” and is performed from 
the starting position with the arms extended forward 
outward. It consists of maintaining this position while 
the body progresses forward with slight movements of 
alternate knees, and simultaneous sliding forward of 
both hands. A more complicated form is the four footed 
walk in the deep position with the arms bent as de- 
scribed above. 

In “combined” creeping the starting position is the 
one assumed for “horizontal” creeping, and the forward 
motion is similar to that of “steep” creeping. After the 
lateral curving around of the spine takes place in the 
“steep” position, the trunk is lowered through the hori- 
zontal to the deep position, and the rotary lateral motion 
travels from the lumbar region up through the dorsal. 
This exercise is consequently a valuable one for general 
development of the trunk. 

There is another group of creeping exercises known 
as “exercises of specific character,” of which the most 
valuable for our purposes is the “lordosis knee creep- 
ing,” especially as an exercise for general bodily devel- 
opment, and for training the extensor reflex. The start- 
ing position of these exercises is a kneeling position with 
the trunk inclined forward as horizontally as possible, 
and balanced by bringing the hips slightly behind the 
knees, making the angle at the knee joint slightly less 
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than 90 degrees. The hands are held on a line with the 
shoulders and as far back as possible, and the head is 
carried erect on the trunk. The exercise consists chiefly 
in holding this extended position during the forward 
motion which is accomplished by slight pushing forward 
of alternate knees. In this exercise those muscles mainly 
involved in the extensor reflex,—the erector spinae, the 
adductors of the scapulae, the abdominals, the gluteals 
and the quadriceps femoris,—are all called into tonic 
contraction. When a sudden sideward bending in the 
direction of the forward knee is added to the “lordosis 
knee creeping,” more of the lateral trunk muscles are 
brought into play. 

“Kyphosis knee creeping” consists of short knee steps 
in the kneeling position with the thighs and lower back 
vertical, and the head and upper thoracic spine bent for- 
ward. A slight swinging of the head and neck to the 
side of the forward knee is very effective in expanding 
the opposite side of the thorax. To maintain the erect 
position of the thighs and lower back there is powerful 
contraction of the quadriceps femoris, the gluteals and 
the abdominal muscles. 

The foregoing description is not by any means a com- 
plete presentation of the Klapp Creeping System. It is 
merely illustrative of the principles and the kinds of ex- 
ercises included in the system. The exercises are ar- 
ranged in a scientific progression, not only in reference 
to their effect on the spine, but also in reference to the 
ability of the subject to perform them. For the most 
part, they are all rather strenuous when properly exe- 
cuted, and should be approached with caution. It is very 
important that the knees of the performer be protected 
with thick knee pads, and it is advisable to protect the 
feet and hands with thinner pads in some of the ex- 
ercises. 

The following books were the sources of information 
concerning the Klapp Creeping System: 

Klapp, Rudolph. Funktionelle Behandlung der 
Skoliose. Verlag von Gustav Fischer. Jena. 1907. 

Mueller, J. und Arnold, M. Vorbeugende und aus- 
gleichende Leibesuebungen. Verlag Quelle und Meyer. 
‘Leipzig. 1929. Zweite Auflage. 

Schulz, Gertrud. Das Klappsche Kriechverfahren. 
Verlag und Druck von B. G. Teubner. Leipzig und 
Berlin. 1927. Dritte Auflage. 


Teachers College, Columbia University. 


Physiotherapy in a Hospital for Mental Diseases 


By Ruth Wheeler 


It is not the intention of the writer to attempt to dis- 
cuss the field of Physiotherapy in the treatment of the 
mentally ill, but to give a brief sketch of the activities 
ot a Physiotherapy Department in a hospital where such 
patients are cared for. There has been as yet compara- 
tively little work done along our lines, with the exception 
of medical hydrology, in the treatment of mental disease. 
There is much to learn of the value of the biological 
effects of the various energies in this field we know, and 
feel that what is being done at the present time is a mere 
beginning. 

When the subject of mental disease arises, we are apt 
to think of means of watchfulness, of methods of re- 
straint, not so often of relief of suffering, or means of 
restoration of normalcy. It is true that a greater number 


of persons is being admitted to mental hospitals today 
than ever before, but it is equally true that a much larger 
proportion of them are being discharged to their homes 
and families, while not always cured, at least in such 
condition as to make it possible for them to make their 
way in the world satisfactorily. 

There is a difference of opinion among students of 
mental disease as to how great the part the physical con- 
dition plays in its influence on mental health. Some go 
so far as to claim that some psychoses are entirely caused 
by physical disease. However that may be, it seems to 
me that we cannot hope to bring back a psychotic patient 
to complete mental health, while he is handicapped by 
physical disability. 

Whether or not some of our treatment methods ac- 
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tually deserve all of the credit we wish to give them, it 
is certainly proving that periods of mental disturbance 
are milder, cycles of depression shorter where treatment 
along our lines has been available. 

Also, we must consider that each and every one of the 
hundreds of patients cared for in our institution, while 
mentally ill, is also subject to all the other ailments com- 
mon to the normal individual. There are the medical 
and surgical conditions, injuries, wounds, infections, 
nerve conditions, skin lesions, and so forth found in the 
general hospital, and the treatment of these occupies a 
large part of our day. 

Hydrotherapy has for many years been practised in 
Mental Hospitals. Its major sedative treatments, the 
continuous bath and the wet sheet pack are used as rou- 
tine for the excessively disturbed patient, certain sections 
being set aside for this work in the wards where such pa- 
tients are confined. Our hydriatic suite is thoroughly 
equipped and used all day long for the ambulant case 
who is in condition to leave his ward. Treatment is 
given by very highly trained and qualified hydro- 
therapists 

In equipping the section for electrotherapy and mas- 
sage, our superintendent not only provided large, airy 
space, and all needed apparatus, but, believing in the 
influence of color and attractive surroundings on the 
mental patient, created a result harmonious and restful, 
with little of hospital atmosphere about it, while he kept 
in mind the comfort and convenience of the physio- 
therapist. 

Patients are divided into two groups, those who have 
parole, or have the freedom of the grounds, coming and 
going at will, and those who leave their wards only with 
some one in attendance. The paroled patient comes to 
the department by appointment, while the others are usu- 
ally brought in groups by an attendant or nurse, who 
remains until they are ready to return. Reading matter, 
cards and so forth are provided in the rest rooms ad- 
joining the treatment section, so that any time that may 
be idle is pleasantly spent. 

There is not time for me to tell all that we are doing, 
or to talk of what we hope to do, but beyond the group 
of patients receiving care for routine physical conditions 
which would be found in any general hospital depart- 
ment, we have those patients belonging to the Manic 
Depressive and Schyzophrenic groups who are passing 
through the depressed phase of their psychosis. Their 
circulation is sluggish, their appetite poor, they are usu- 
ally emaciated and almost always constipated. Hydro- 
therapy of a tonic nature, with colonic irrigation, general 
exposures of ultra violet, followed after a while by ab- 
dominal massage and exercise is perhaps prescribed. 
When improvement is noticed and mental interest is 
aroused, a work program out of doors is in order if the 
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weather is suitable, or occupational therapy or shop work 
planned. 

Selected patients from the Encephalitic Lethargig 
group are prescribed in addition to proper drug therapy, 
auto condensation for relief of their muscular tension, 
and as a general sedative, general exposures of ultra 
violet, and graduated exercise, planned to help their 
coordination. As soon as their condition permits, light 
work perhaps in the grounds or green house would be 
ordered. 

The production of therapeutic fever by the use of 
Diathermy, used in the treatment of Dementia Paralytica, 
is part of our practice. Special apparatus and space js 
set aside for this work and some one assigned definitely 
to this duty only, since a patient under this treatment 
must not be left alone a moment. 

This will suffice to give you an idea of the part our 
department plays in the hospital care of its patients. 

Since our institution is of the so called cottage plan, 
that is, consisting of many separate buildings, ward treat- 
ment is not carried out easily. Distances between buili- 
ings are so great, that movement of portable apparatus js 
difficult in bad weather. However, necessary treatment, 
heat, massage, ultraviolet, and several forms of hydro- 
therapy are always available for the old and feeble, or 
very ill. 

I have found my work with the mental patient most 
interesting, and was much surprised at first to find how 
little he differed from the type of patient to which I had 
been accustomed. He reacts to treatment exactly as his 
normally minded brother, with perhaps this difference 
that he is a little more willing to do as he is told. Many 
times it seems that he is spared some of the fear of pain 
that handicaps the average person after injury. For 
instance in the case of fracture, after splints or cast is 
removed, it is difficult to hold back this patient froma 
too great activity, certainly never any need to urge him 
ahead. If his treatment is necessarily a little painful, he 
seems to have a sense that something is being done for 
his good, and he is never antagonistic. 

Our work calls for patience, for optimism, and for 
conscientious attention to technic, for our patients many 
times, can do very little for themselves. 

In the next few years, the field for Physiotherapy in 
the care of the mentally ill will be rapidly widened, and 
there will be a need for physiotherapists gifted with a 
genuine enthusiasm for the work they are doing, to carry 
on. I feel, personally, that even a short period of work 
with the mental patient would benefit a student who 
plans to practice our profession. While learning to ad- 
just herself to the moods of her patient, she would be- 
come better fitted for her duties in a general hospital, 
since it is generally considered that fifty percent of all 
illnesses are accompanied by their own psychoses. 

Medfield State Hospital, Medfield, Mass. 


Some Cases Treated by the Short Wave Apparatus for the 
Production of Local Heat in the Body 


By Marion R. Davis 


For several months a short wave apparatus for the 
production of local heat has been used in the Physio- 
therapy Department of Strong Memorial Hospital. 
The machine is similar to the one described by F. W. 
Bishop’. Our cabinet is smaller, 38.5 cm. square. The 


arms have three points which are capable of being 
moved to almost any position. The length of the arms 
allows us to treat a shoulder while the patient is seated 
in a chair. 

At present we are only using one set of plates, 16 cm. 
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in diameter. The part of the body to be treated can 
be draped with one thickness of towel, thereby lessen- 
ing the danger of too much heat. In treating two parts 
of the body at one time, such as two hands or ankles, 
always place a towel between them to prevent contact 
which will result in a burn. 

The cases which I shall report on are ones which 
we felt would be good subjects to treat, not only from 
their case history but from the part of the body to be 
treated. 

Case No. 1. Man, age 48, mechanic by trade: 

Patient was seen in the medical clinic where a diag- 
nosis of chronic arthritis was made. He was sent to 
our Department in November, 1931. The points af- 
fected were his two knees, right ankle, two shoulders 
and two elbows. Pain and soft tissue swelling were 
present to a great degree in all his joints. 

He was treated with bakings and massage at inter- 
yals of three times a week for one month. The treat- 
ment was then changed to diathermy and massage. 
After one month trial we felt that the bakings were 
of more benefit; and we continued them until May, 
1932. 

From May, 1932, until September, 1932, diathermy 
and massage were given to his elbows only. The other 
joints being very much benefited, treatments were 
stopped. 

During the month of September, 1932, local heat on 
each elbow was given by the short wave machine. 
This was kept up for a period of two months. The 
left elbow improved muck faster than the right. The 
medical clinic discharged the patient in November, 
1932, and until March, 1933, he was without treat- 
ments. Sent back by the medical clinic in March, 1933, 
for more treatments on his elbows. 

The motion in the elbows has increased greatly, 
swelling has decreased and from the X-Ray report 
the joints are in much better condition than last sum- 
mer. The patient feels that the heat produced by the 
short wave machine has penetrated deeper and the 
warmth lasts much longer than with the other modali- 
ties. 

Case No. 2. 
sion. 

Sent to our Department with diagnosis of Tenosy- 
novites of the left radial dorsal flexor. 

He was given diathermy and massage to the wrist 
for three days in succession with some improvement. 
Treatment was then changed to local heat with the 
short wave machine. This was given every day for six 
days. Sharp improvement noted after the short wave 
treatments were started. Crepitus and tenderness had 
entirely disappeared at the end of the treatments. 

Case No. 3. A woman, age 53. 

Sent to the Physiotherapy department with infec- 
tious arthritis of both hands. Onset was 18 years 
before. Very little motion present in either hand and 
wrist. Complained of a great deal of pain. 

Patient was given a course of treatment with dia- 
thermy for one month. Referred back from ortho- 
pedic clinic for more treatments. We applied the short 
wave machine three times a week for a period of six 
weeks. During this time the patient had several ab- 
scessed teeth removed. 

At the end of the course of short wave treatments 
the patient was much improved. Pain and stiffness had 
nearly left her hands and she was gradually using 
them in all kinds of housework. 

Case No. 4. Man, age 43, meat cutter by trade. 

Referred to us from the orthopedic clinic. 

Complained of pain and weakness of muscles in the 


A man, age 39, scenic artist by profes- 


right elbow and upper arm. Duration of one year. A 
diagnosis of radial-humeral bursitis was made. 

A course of six baking and massage treatments in 
two weeks was started. Less pain was noted by the 
patient while at work. The therapy was changed to 
short wave treatments with massage and exercises. 
At the end of three weeks the patient was getting more 
relief from pain and gained a gradual improvement in 
the strength of the arm muscles. 

Case No. 5. Man, age 29, truck driver. 

Patient was seen in orthopedic clinic where he gave 
a history of pain and partial loss of motion in the right 
shoulder. He gave a history of throwing his shoulder 
out of joint while playing baseball, ten years before. 
Two years later he had A.G.C. infection followed by 
arthritis in the right shoulder. 

He was referred to the hospital for further study 
and sent to the Physiotherapy department for treat- 
ments with the short wave machine followed by mas- 
sage and exercises. At the end of five days he had 
improved so much that it was decided not to manipu- 
late the joints but to continue treatments with the 
short wave machine. 

Patient was sent home and reported back for Physio- 
therapy treatments, three times a week. At the end of 
one month he was discharged with pain no longer 
present and with 165° of abduction. 

Case No. 6. Man, age 50 years, barber by trade. 

Seen in orthopedic clinic, gave history of pain, swell- 
ing, redness and tenderness in left wrist, to lesser 
extent in left shoulder, left hip and toes. Duration 
seven to nine days. 

Diagnosed as acute infectious arthritis, probably 
gonorrheal. He was admitted to the hospital where a 
treatment with general fever therapy was given him. 
The arthritis moderately improved, especially in the 
left shoulder and hip. 

He was then immediately sent to the Physiotherapy 
department to continue with local short wave treat- 
ments in his left wrist and left metatarsal joints. For 
a period of one month he received twelve treatments 
with the short wave machine, followed by massage 


‘and exercises for the left wrist. 


At the end of the course of the treatments the patient 
was not complaining of any pain in his foot and only 
some stiffness in the wrist. He was instructed as to 
a course of exercises for his wrist with hot soaks at 
home. 

CoMMENTS 


We feel that in using the short wave apparatus we 
can produce a more intense local heat which is less 
hazardous than that produced by plates with dia- 
thermy. 

With diathermy we are apt to have muscle spasm 
due to bandages being applied too tightly, especially 
over small areas. The use of the short wave eliminates 
all this and the patient is free to move to a small degree 
the part of the body being treated. Due to this we are 
able to have all surfaces heated to a greater degree. 

We have a modality which can be applied without 
any difficulty to certain parts of the body where elec- 
trodes do not make a good contact. 
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The Industrial School for Crippled and Deformed 
Children, Boston, Mass. 


By Helen E. Batten 


The Industrial School for Crippled and Deformed 
Children in Boston is a private charity, incorporated 
under the laws of Massachusetts in 1893. 

It was founded through the efforts of the eminent 
orthopedic surgeon, Dr. Edward H. Bradford, who 
realized in his work that many crippled children of 
normal mentality were deprived of educational oppor- 
tunities because they could not attend public schools. 
Dr. Bradford visited many institutions in Europe, and 
upon his return, he and Dr. Augustus Thorndike inter- 
ested charitably disposed people in the plan for a 
school to promote the education and special training 
of crippled and deformed children. 

In 1894 the school opened with eight pupils and one 
teacher and a small amount of money in the treasury. 
This was before the days of automobiles and an offer 
was received for the payment for transportation by 
the Armstrong Transfer Company for one year. This 
company for many years brought the children in their 
coaches and hacks and in 1916 the school had its first 
automobile omnibuses, carrying between twenty-five 
and thirty children each. Each bus has an attendant 
to watch over the children and to maintain discipline. 
The driver helps the children in entering and leaving 
the automobiles. If this transportation were not pro- 
vided the education of these pupils would be impos- 
sible. At the present time the school hires four large 
automobiles from a transportation company. 

After the first year, the school was obliged to have 
larger quarters and had two homes before the large 
building now occupied was built in 1904. The work 
increased to such an extent that in 1927 an addition 
was erected larger than the original building. 

There have been enrolled about one thousand pupils 
and the course of study comprises grades from I to 
VIII, which follows the curriculum of the Boston 
Public Schools. In addition there is a four year high 
school course, with special attention given to voca- 
tional training. 

The industrial training begins in Grade I and con- 
tinues throughout the entire course. It consists of 
paper cutting and weaving, clay modeling, raffia work 
for the younger children; printing, linotype work, 
cabinet making and wood working, plain sewing and 
initial embroidery, book binding, cane seating, stenog- 
raphy and typewriting and office practice for the ad- 
vanced pupils. 

In the lower grades, I to IV, the industrial work 
gives the child an opportunity to use his hands and 
coordinate the muscles. From Grade V to Grade VIII 
the industrial work is prevocational and tests the child 
in different types of work to show for which line he 
is best adapted. When the pupil is admitted to the 
High School his previous record is the guiding factor 
in the choice of a vocational course. After the course 
has been assigned the pupil pursues it for four years 
and at the end of that time he has a practical working 
knowledge and skill which enables him to secure a 
position in the line of work for which he has been 
trained. The various types of physical disabilities de- 


termine, to a great extent, the vocation selected 
although the mental capacity has also to be considered. 
A child with crutches may become a proof reader, a 
compositor, or a linotype operator, but could not easily 
become a press feeder. 

The spastic cases present a difficult problem, those 
who with handicapped hands, incoordinated move. 
ments and speech involvements—in many cases of 
good mentality—are unable to receive training which 
will enable them to be highly efficient. Throughout 
their school education they improve physically and 
mentally, but with their serious physical inandicap, 
their future is an unsolved problem. : 


Two years ago, book binding, a new vocation, was 
introduced. This seems to be an excellent employment 
for cripples. They are taught repairing of books and 
binding of pamphlets and in most cases the work has 
proved commendable. 

Another specialized line is that of linen embroidery. 
A small class of girls who have excelled in plain needle 
work have been admitted to this class and their work 
is of the highest order. At an exhibition of work of 
the handicapped held in England last year this school 
received first, second and third prizes in embroidery, 
Three years ago at another exhibition in England the 
school received a silver cup as award for the best ex- 
hibition from the United States. 

Considerable attention is given to music, group 
singing and solo work. Each year some little operetta 
is given and the pupils use their ingenuity in making 
up stage properties from various supplies and equip- 
ment of the school. In 1932, at the graduation exer- 
cises, the operetta Yanki San was given by members 
of the High School and was so well received that the 
officers of the school have considered repeating it. 
Several times the Glee Club has broadcast Christmas 
carols over one of the local stations and have received 
great praise. 

Drawing is taught in the eight elementary grades 
by volunteers from the Massachusetts School of Art. 

The pupils have organized play periods under the 
supervision of an instructor. Some of the numerous 
games are volley ball, squash ball, long ball, captain 
ball, basket ball, and various other circle and relay 
games. Each Spring an athletic meet is held in which 
each room competes for honors between the various 
classes. In the High School there are both girls’ and 
boys’ basket ball teams. They play several outside 
teams (normal children) during the winter season and 
with no allowances for their handicaps. They fre 
quently win, but even when defeated, it is good sports 
manship, which counts for more than the game. Disci 
pline, self-confidence, poise, co-operation, team work 
and personality are a few of the many qualities which 
result from our games. As the president of the Alumni 
Association said, “for anyone to nurse his handicap is 
the worst possible thing,” and the aim of the school 
is to so stimulate the self respect and independence of 
the child that he may become an active and useful 
member of society. 
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A hot wholesome meal is provided at noon, which 
is cooked at the school and served at tables with the 
teachers in charge and children who are able to act as 
waiters. Including the employees there are nearly 200 
dinners served every school day. 

The present enrollment at the school is 142 and the 
disabilities are as follows: Infantile Paralysis, Spastic 
Paralysis, Tubercular cases, Osteomyelitis, Congenital 
Dislocation Hip, Congenital Deformities, Amputation, 
Hemophilia, Scoliosis, Arthritis, Calsimosis Univer- 
salis, Third Degree Burns, Progressive Muscular 
Dystrophy. 

‘The medical side of the work is very complete. It is 
under the supervision of an orthopedic surgeon, a 
nurse and physiotherapist. Each child receives an 
orthopedic and medical examination during the year. 
A trained nurse is in attendance for any necessary 
surgical dressings. Ultra violet lamp treatment is 
given under the direction of doctor or clinic. lhe gen- 
eral health of the child is closely supervised, as well 
as some contact with the home. 

Physical therapy is prescribed by the doctor, or 
clinic under which the child is enrolled. Students from 
a school of physical education and an advanced course 
of physiotherapy receive part of their clinic work at 
the school; thus enabling the school to give all the 
necessary prescribed treatment. There is a scheduled 
time for each child’s treatment which does not inter- 
fere with his school work. Check up at clinics are made 
at regular intervals and thus the child loses a minimum 
time from his school course. 

Over sixty per cent of the cases are infantile paraly- 
sis and about twenty-five cases are spastic paralysis. 
The school assists in the purchase of apparatus when- 
ever needed. Necessary dental work is done at the 
school and the attention of an oculist is available as 
needed. 

The former pupils have organized an Alumni Asso- 
ciation which holds two meetings a year at the school 
and at one meeting they take contributions toward the 
school library. In the new building one room, the iso- 
lation room, was furnished by the Alumni. 

It is an interesting fact that while the pupils take 
some specific course, they do not necessarily follow 
that after leaving. The training is designed to give 
them initiative and self-reliance and that this is often 
accomplished is evident from the list of employment in 
which the former pupils are now engaged. From 
answers from questionnaires sent out to about 300 
former pupils, we have been able to compile some 
statistics. 


Boys Girls 
Hospital Work Manicurist 
Printers Stenographers 
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Boys 
Monotype Operator 
Linotype Operator 
Proof Reader 
Religion Teacher 
Lawyer 
Accountants 
Artificial Limbs 
Railway Office 
Jewelry and Watch Re- 

pairing 
Auto Storage 
Trucking 
Chauffeurs 
Auto Mechanic 
Musicians 
Construction Business 





Girls 
Secretaries 
Clerks 
Office Work 
Teacher 
Gift Shop 
Flower Shop 
Factory 
House Work 
Sewing and Dressmaking 
Millinery 
Elevator Operator 
Printing 
Proof Reader 
Copy Holder 
Needlework and Embroid- 
ery 


Restaurant Checkers 
Building Custodian 
Clerks and Salesmen 
Machinists 

Poultry Raiser 
Barber 

Selling newspapers 


Photographic Re-touching 
Switchboard Operator 


It was largely through Dr. Bradford’s interest that 
the extension to the new building was erected and his 
death before the completion of the building was felt 
keenly. One large room was set aside as a memorial 
and called the Bradford Memorial Library and this 
room was furnished by friends of Dr. Bradford. The 
large assembly room, called the Francis Joy Cotting 
Room, is a memorial to Mr. Cotting, who for many 
years was the president of the association and gave 
freely of his time and money to make the school a 
success. It was Mr. Cotting who was largely responsi- 
ble for the building which was erected in 1904. 

A good deal of attention is paid to the welfare work 
and members of the Ladies Visiting Committee are 
particularly interested in this line. They make public 
appeals and obtain clothing, money for apparatus, free 
beds in hospitals, etc. This committee arranges for 
a feast at Thanksgiving, when the children are sup- 


* plied with a real Thanksgiving dinner. At Christmas 


there is a tree and every child receives two gifts or 
more and a real entertainment is given; generally some- 
thing in the nature of a conjurer, which the children 
enjoy. All this is done by the ladies and the expense 
does not come from the regular school funds. 


The school is open from 9 to 3:30 five days each 
week with the regular vacations of the Public Schools. 
Visitors are welcome in all the different departments 
at any time. 


11 Harold St., Medford Hillside, Mass. 


The Organizing and Growth of a Physical Therapy 
Department 


By May W. Sara, A.P.M.M.C. 


In February, 1929, we opened our Physical Therapy 
Department in the Ellis Hospital, Schenectady, N. Y. 
New operating rooms had been built and it was decided 
to convert the old operating rooms into a Physical Ther- 
apy Department so we started dividing one room into 
five cubicals, each one containing a massage table, and 
white furniture consisting of chairs, table fitted with 





white trays, ete., a coat stand and dressing pail. The 
cubicals, which are divided by white curtains, have floors 
of white tile, walls—the lower half of white tile and the 
remainder blue paint, and many windows which admit 
air and sunshine. The department soon began to assume 
a cheerful aspect. 

The hospital authorities installed the latest machines, 
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consisting of High Frequency, Diathermy, Galvanic, and 
Sinusoidal Current, Infra Red Lamp, Radiant Heat 
Baths, Ultra Violet Ray Lamps, also the water cooled 
lamp, and rowing machine, etc. 

On Feb. 10, we admitted our first patient into the 
department. It was a great thrill! That month we gave 
106 treatments, in March 426. We showed a steady in- 
crease. The first year’s total was 6,097. Those cases in- 
cluded hospital cases, outside patients, and clinic cases. 

After we completed the Physical Therapy Depart- 
ment, we organized our Hydro Therapy Department, 
which consists of an Electric Cabinet Bath, a continuous 
bath, needle baths, and Whirlpool baths. This Depart- 
ment is greatly used for nervous cases, and the Whirl- 
pool baths are most valuable in many medical and surgi- 
cal cases. 

Then we fitted up another room for a cast room, 
therefore the Physical Therapy Department assists with 
the reduction of fractures and applying of plaster casts. 

We were very fortunate to have the Radio Therapy 
machine installed in another of our rooms. The equip- 
ment used has-been constructed on the same principle as 
a short wave radio transmitter with the exception that 
the energy is concentrated between two condenser plates 
instead of being directed from an aerial. Dr. Whitney 
had a small Radio Therapy machine built for local treat- 
ments. Most of our cases have been arthritis or in- 
juries. The results have been very gratifying. 

There still remained two smaller rooms.—one we con- 
verted in an office and waiting room and the other we 
fitted up as a rest room, with a bed so patients who have 
received long treatments can rest before going home. 

Dr. Albert Crouch is the doctor in charge of the de- 
partment. All patients are first examined by a doctor 
and treatments specified. 

Our progress records are written up the beginning 
of each month, the weight, muscle measurements, and 
nerve reactions are recorded of all patients. The Ellis 
Hospital being a general hospital, we have a great vari- 
ety in our work. 

The children’s accommodation is large, so we have 
many suffering from rickets. We also have quite a 
number of premature babies and undernourished babies 
which we treat with Ultra Violet Ray Lamp and mas- 
sage. 

At the present time we have some very interesting 
cases of which it is possible to mention only two. The 
first is a woman who fell out of an automobile while 
it was travelling very fast. She received head injuries 
and facial paralysis affecting her left eve. We treated 
her with Galvanic and Sine Wave between Dec. 20 and 
Jan. 3. There was slight improvement, but by Feb. 1 
patient was able to open the eye considerably. Each 
week since there thas been a steady improvement, the 
mouth becoming normal, the eye opening a little more 
each day but with double vision. On Feb. 19 the patient 
stated that only at intervals she had double vision. By 
Mar. 23 the eye appeared almost normal and double 
vision having almost disappeared. 


The second case is a young man 23 years of age. In 
April, 1932 following a severe attack of an influenzal 


He 
It was suggested 


cold, patient noticed ankles considerably swollen. 
did not regain strength after illness. 
that the sinuses be X-rayed. July 18, 1932 patient was 
X-rayed—findings negative. The teeth were X-rayed 
also, and two abscessed ones were found as well as one 
suspicious of abscess; these were removed. At this time 
the patient was running a low grade temperature 99-101 
F. He took a 10 day vacation in the mountains but the 
stiffness in muscles grew worse gradually and it was 
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suggested by the doctor that chest be X-rayed. The 
doctor thought that it was suspicious of tuberculosis 
and the patient should be treated for same. A white 
blood count and differential count were taken and the 
eosinophile count was very high. July 10, 1932 the 
condition was considered as due to large and flabby heart 
muscles; this the doctor thought was due to previoys 
over-weight of patient and lack of muscle tone. Regt 
was advised until recuperation then supervised exercise 
to tone up cardiac muscle. Salicylates and Tolysin were 
advised. The doctor saw the patient’s blood picture ang 
felt the patient might be suffering from trichinosis be. 
cause of high eosinophile count. Stool and blood were 
examined for typhoid, undulant fever and _ intestinal 
parasites, all with negative findings. July 22 patient 
was examined by a doctor and trichinosis was ruled out, 
the condition being diagnosed as the aftermath of an 
influenzal cold. Bed rest was advised and salicylates 
and heart stimulants followed by rest in the country, 
No further diagnosis was made. Aug. 1 the patient en- 
tered the hospital for Basal Metabolism examination and 
rest in bed, intending to go home when test was com- 
pleted, but on Aug. 4 he complained of frontal headache 
with loss of sensation in right arm and leg and right 
side of face; the speech became thick and about half 
hour later the patient complained of excruciating pain in 
left fronto-parietal region followed in two hours by 
projectal vomiting which continued on through the 
night ; the pulse rate dropped from 12- to 60; the patient 
was unable to speak certain words and seemed to have 
to think out answers to questions, these answers coming 
very slowly. Aug. 5 the patient was examined by the 
doctor and three possible diagnoses were made: endo- 
cardial embolism, trichinosis or encephalitis lethargica. 
This condition cleared in 48 hours but still the patient 
had marked stiffness of wrists, arms, ankles, legs and 
thighs. A diagnosis of dermatomyositis was made. 
Various skin tests were made for influenzal colds reac- 
tion for staphylococcus. An autogenous vaccine was 
made and this was started Sept. 4 as well as radiant heat. 
Improvement was apparent from the time the heat was 
started and the patient was treated in hospital until Dee. 
5 when he was discharged to return for treatment as 
an out patient. 

Patient’s total loss of weight has been 101 Ibs. since 
17 years of age. 

The patient started Physical Therapy treatments on 
Jan. 6, 1933 in our department. There was a marked 
periarticular and peritendonous thickening with restric- 
tion of motion at elbow, ankles and in the hands there 
was some atrophy of the muscles of the extremities. 


By February, the patient had improved very much be- 
ing able to dress and undress himself without aid, and 
had run upstairs one day before he realized what he had 
done. It was the first time since his illness. Since 
Mar. 1, patient has found he could drive his car with 
very little inconvenience. He seemed to be gaining 
strength daily. The doctor prescribed Diathermy, alter- 
nating with Sinusoidal Current, also deep massage and 
exercises for both arms and legs. At the time of writing 
this article improvement still continues. 


Since the depression our clinic cases, both medical and 
surgical, have increased greatly. The gratitude shown 
by most of the patients has been most touching—men 
and women, who in pre-depression days have had little 
or no difficulty in finding money to pay their doctor’s of 
hospital bills, have made us realize the great joy of 
giving service. For the year ending 1932, treatments 
given to clinic patients numbered 1,564. 


Ellis Hospital, Schenectady, N. Y. 
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A Tour Through the Bader Building 
Hospital 


of the Children’s 


By A. Dorothy Frederickson 


You have selected a very busy day, so be prepared. 
Let us start on the main floor and follow the little in- 
fantile paralysis patient wearing two long caliper braces 
and crutches. She is smiling and on her way to the 

1. As we near the pool one youngster is being 
wheeled out of the rest room on a cart to be taken to the 
shower table first and then carried to the waiting physio- 
therapist or assistant. Both are wearing high boots, 
regular fisherman waders. One patient is on the table 
having his prescribed exercices. Another is learning to 
walk and climb the stairs at one corner of the pool, 
just a few stairs for the first lesson. He is wearing ad- 
justable galvanized iron braces and a corset. Near the 
shallow end is a tiny youngster in a rubber horse. All 
are happy and to them this is the way they prefer doing 
the exercises. The Hubbard tub is filled with warm 
water and waiting for the new and more sensitive case. 
A youngster with a fracture of the humerus is sitting at 
the whirlpool intently watching the manoeuvres of the 
tots in the pool. We leave this group and pass the 
waiting parents just outside. You see they are observ- 
ing the “No Visitors” sign. 

On the way to the gymnasium we walk past the 
director’s office. Here the schedules for the Harvard 
Medical School Physiotherapy students are made out 
for the day. Some have been assigned to outside 
clinics for adult work, others to clinics being held in 
the Bader Building such as the Harvard Infantile 
Paralysis Commission Clinic, Neurological Clinic, or 
Light Clinic, others to pool, Out Patient Department or 
special schools such as the Crippled School and the Per- 
kins Institute for the Blind. Going by the plaster room 
a youngster is suspended in the Sayre head sling and a 
turnbuckle jacket is in progress. Physician, physio- 
therapist and student are all working with great speed. 
Evidently the patient does not like the procedure and is 
doing her very best to emphasize her dislike. From here 
we see the gymnasium. 

Although stall bars, Lovett board, Sayre head sling 
and posture posters are very conspicuous it is now being 
used for the Orthopedic and surgical out patient cases. 
A congenital hip still in cast on one table, a torticollis 
under the infra red light, a septic knee, and a few frac- 
ture cases all being treated. Physiotherapist and stu- 
dents are busy adjusting a baker or giving a treatment. 
We are told this room is used three times a week for 
the Scoliosis Clinic; an average Saturday morning clinic 
being thirty-five. 

To the elevator next and up to the second floor used 
by the Harvard Infantile Paralysis Commission. Office, 
apparatus department and examining rooms are on one 
side of the waiting room now showing signs of “heavy 
clinic”—in other words about thirty-five to be cared for 
during the morning clinic. Some are waiting to see the 
doctor, others for treatments. Let us go around and 
peek into the treatment rooms. Here we see a splendid 
individual cubicle arrangement which one can appreciate 
when an infantile treatment is to be given. (My visitors 
are physiotherapists and appreciate the details, I hope.) 
One patient is having the routine muscle examination 
with several Harvard Medical School students observing 
the procedure, another a prescribed treatment, another 


measurements for an aeroplane splint. And here are the 
tots making such a noise! All four, to be exact, under 
the high suspension baker with a combination heating 
pad covering the table. Such a time saver. Retracing 
our steps and going over to the elevator we are told that 
this floor is used for the Muscle Training Clinic three 
afternoons a week. Waiting for the lift up, we can see 
doctor, director and secretary busy examining a patient. 

Off at the third floor and what good fortune, (for the 
visitors, of course) a child is in the respirator, at ease 
and contented. His mother is busy reading a story and 
incidentally his chest is getting the much needed exercise 
to the intercostals. This is our out patient respirator 
and only used in emergencies for house cases. Here we 
find a huge floor space now used for Saturday morning 
posture classes, lecture or class rooms, and in general 
one of those places we want and so seldom have. 

Now up to the neurological flood. Music! Good! 
We are just in time to observe the children being guided 
in a dance. Hands joined, the director is leading them 
and the assistant is at the piano. There is a mis-step, 
“Now over again” we hear, tune and rhythm picked up 
at exact measure where it had broken off. All are 
absorbed in the step. Visitors disturb the good work, 
but as we turn to leave we notice a tiny youngster in 
the sand box having a glorious time with an attendant 
directing his play. Some children are in the workshop 
busy furnishing a doll house. Opposite we see a room 
with parallel walking rails, bars, peg boards, tricycles, 
automobiles, blackboard, blocks, and toys which will help 
in the development of the coordination ability of the 
patient. As we leave we see a girl on roller skates being 
supported by the director. 

Shall we walk to the next floor? Here we see the 
dining room and sleeping quarters of the children just 
seen so intent on their play activities. Green is the pre- 
dominating color In floor tiles, curtains, and furniture. 
The doctor and supervisor are carefully checking daily 
routines and progress. Passing down the corridor we 
see several rooms, the occupants in for observation. The 
atmosphere of entire ward is one of “impressive quiet- 
ness." The dining room has several low tables and 
chairs. In some of the chairs we notice a device for 
holding the youngster in a straight sitting position. A 
very clever and effective device. 

Up once more and to the top. The “sun floor.” 
Where are the sun glasses? It is so very bright—the 
vista glass enclosing the dome shaped room is the reason. 
In the center of this rotunda hangs a huge carbon arc 
lamp. Frames for the ward patients are arranged in 
circle formation. House cases use this solarium for 
treatments during the winter months. We also find an 
out-patient room for group treatment with quartz light. 
Four children are on movable carts below the four hang- 
ing lamps. In the corner is the water cooled lamp. A 
special morning clinic is held for our hemangioma cases. 
There is a doctor, physiotherapist and student all busy 
examining and interested in the patient, looking for re- 
actions and progress. These clinics are held three morn- 
ings a week. 

And now back to the elevator and down to the start- 
ing point of our trip. We are told that the house cases 
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(light, pool and general physiotherapy) are brought to 
the Bader Building for treatment providing the condi- 
tion permits, otherwise the physiotherapist goes to the 
wards. There is a Convalescent Home connected with 
the Children’s Hospital where cases, as they are trans- 
ferred, can be continued. The students are assisting 
at outside institutions. Massage theory and practical 
classes for the Children’s Hospital Training School are 
given here. 

Although just through inspecting a new building we 
learn that the Children’s Hospital was one of the pio- 
neers in this field of physiotherapy and in training 
physiotherapy workers. As early as 1890 the lateral 
curvature and faulty posture patients were grouped in 
a separate clinic for treatment by corrective exercises 
and plaster jackets in which students from surrounding 
physical educational schools assisted. In 1905 it was 
necessary to organize a special muscle training clinic 
caring for paralytic cases, especially those due to birth 
injury. A few years later it was again desirable to 
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divide this clinic in order to give adequate attention tp 
the infantile paralysis cases. Ward treatments wer 
begun in 1914 and the same year the first formal summe 
course was given in massage and exercises. At the ting 
of the epidemic in 1916 the Harvard Infantile Paralysi 
Commission was organized and special courses wer 
given in muscle training and the after care of poliomye. 
litis. In 1918 Children’s Hospital undertook the train} 
of reconstruction aides detailed to the Harvard Medica 
School. In 1920 Courses for Graduates, Harvarj 
Medical School, offered its first physiotherapy course for 
properly qualified women at the Children’s Hospital 
Since then there has been an increasing number of sty. 
dents coming for courses of varying lengths. 

During this period of progress physiotherapy work 
was steadily increasing, artificial light therapy being 
started about ten years ago, the under water exercise 
progressing from the bath tub to the large barrel. The 
results of all these progressions is the Bader Building 
built in 1930. 

Children’s Hospital, Boston, Mass. 


The Essentials of Teacher Training for Crippled 
Children’s Classes 


By Olga L. Lommen, Supervisor 


Though education is but one unit in a program of re- 
habitulation for the crippled child, it should be developed 
upon the principle that handicapped children are not 
peculiarly set apart from other children and that their 
needs in general are the common needs of all children. 
If as adults they will be destined to take their places in 
an actual society, the school and community must feel 
a responsibility for providing training on a par with 
that given normal girls and boys. Today it is being 
quite generally accepted that every physically handi- 
capped child should receive education at public expense 
and such education should be considered with regard to 
the physical, medical, academic, vocational, sociological 
and psychological needs of these children as individuals. 
In various sections of the United States segregation into 
special classes and schools has been accepted as a most 
economical and successful method of assuring such a 
comprehensive educational program based upon indi- 
vidual needs. This program should be so planned that 
every child may have the opportunity to capitalize on his 
powers while minimizing his difficulties and handicaps, 
thereby achieving the means to a degree of happiness, 
contentment, adjustment and achievement. 

Success of special class work depends primarily upon 
careful selection of teaching personnel. The field is so 
new that educators generally know but little about it. It 
has been said that school superintendents and others en- 
gaged in administering public education lack interest in 
this special phase of education mainly because they have 
had no opportunity to receive training in this field, which 
is perhaps in itself another justification for urging the 
establishment of training centers. Specialized training 
for teachers of orthopedic classes is a comparatively re- 
cent development. So far there have been only four or 
five isolated attempts at such teacher training courses 
within the United States. At the present time there is 
a very definite attempt being made to ascertain the es- 
sentials and requirements of such particular training and 
to establish these as a basis for special certification. 

One of the greatest obstacles to be overcome in the 
creation of such a training program’is the lack of ma- 


terial written with specific reference to the education 
and training of the crippled child. Also, there will have 
to be some agreement reached as to the content of the 
curriculum considered essential for such a course, 
Various suggestions which have been made so far seem 
to indicate that in addition to the training required for 
teaching the regular elementary grades, the teacher of 
the crippled child should have special training in such 
closely allied fields as the psychology of the mal-adjusted 
and physically handicapped, sociology, mental hygiene, 
handicraft and industrial work, speech correction, the 
causes, cure and treatment of crippling conditions, and 
vocational guidance. 

Training courses established so far vary in length from 
terms of twelve weeks to a full year of college work. 
Whatever the most desirable and necessary length should 
be is as yet a matter for further inquiry, it seems to me. 
Any training course, however, should provide for ob 
servation and actual practice in teaching crippled chil- 
dren in order to develop and establish wholesome atti- 
tudes and practical standards so necessary to the success- 
ful promotion and extension of this special phase of 
education. Teachers are often too prone to accept a 
physical handicap as a legitimate excuse for failure to 
meet the regular grade requirements. This does not 
only apply to teachers of crippled children’s classes but 
to those having individual crippled children in the regu- 
lar grades. One of the aims of the special training 
course should be to fortify a teacher with a background 
designed for wiser interpretation of each child's physical 
and mental limitations and potentialities. 

The success and progress of any special class group is 
ultimately to be measured by the social and vocational 
adjustments its individual members have been helped 
to make insofar as their native capacities and various 
environmental factors permit. So, with social and eco- 
nomic adjustment of the handicapped individual as 2 
goal, the responsibility is largely the teacher’s to dis- 
cover and develop powers and abilities as well as en- 
courage, direct, and promote the development of 
wholesome attitudes toward handicaps, associates, and 
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various types of work both suitable and available. 

In order to achieve a goal of the type previously 
stated, the matter of teacher selection becomes vital 
and of first importance. It is evident that the situation 
calls for a superior type of teaching service. In the 
smaller class units where expert direction and advice 
along therapeutic and vocational lines is not made readily 
available, there rests too heavy a responsibility for an 
inexperienced, untrained teacher to meet. Therefor, 
some teaching experience would seem not only advisable 
but a necessary requirement. The usual practice of se- 
lecting teachers who have demonstrated outstanding 
teaching ability in regular classroom situations is to be 
recommended. It is to be assumed, of course, that these 
teachers are interested in this phase of special education 
and are in addition qualified from such standpoints as 
personality, and mental, physical and social fitness. 

One may fairly ask, “What must the equipment of a 
teacher be in order to meet the various demands of the 
special class ?” ; 

First, she should have knowledge of the subject mat- 
ter required in the various grades of the elementary 
school. This is essential wherever the enrollment per- 
mits the establishment of only one unit which may be 
composed of several if not all grades from first through 
the eighth. 

Second, she should have command and knowledge of 
the most effective teaching methods and be able to em- 
ploy them. It is the teacher's obligation to fit the curric- 
ulum to the needs of the child and this calls for more 
than a passing acquaintance with current trends in edu- 
cational practice and social evolution as well as the 
ability and willingness to make the necessary adaptations 
and adjustments. In special classes, material and 
methods must be adjusted to the capacity of the pupil. 
The crippled child with normal mentality should find no 
difficulty in mastering the academic content of the regu- 
lar curriculum of the school. Because of the shorter 
time usually available for academic work because of the 
periods given to rest and various therapeutic treatments, 
it may be impossible to complete the required grade work 
in as great detail or as fully as in a normal situation. 
This requires careful planning and selection of classroom 


activities in addition to the proper grade placement of ° 


the various members of the class. Generally speaking, 
most crippled children have had very limited experiences 
and the teacher finds herself called upon to supply and 
provide opportunities that will result in a broadening of 
social experience and increased knowledge of the world 
about them. All too frequently the special class teacher 
eliminates music and art instruction from the daily pro- 
gram. This is regrettable for crippled children need the 
physiological, emotional and recreatory values of these 
subjects fully as much as do normal children. 

Third, she should have an understanding of the physi- 
cal limitations and possible assets of each member of 
the class. An understanding of the diseases and condi- 
tions that bring about crippling conditions as well as 
the nature and purposes of the various therapeutic 
agencies employed to bring about correction and cure 
should influence the teacher's selection of academic, vo- 
cational and recreatory activities. Also, it should serve 
to bring about a cooperative relationship and under- 
standing between the teacher and those more intimately 
concerned with the child’s physical rehabilitation and vo- 
cational direction and training. Mental and physical 
reconstruction and corrective measures should go hand 
in hand, each activity contributing something to the 
other. With physical rehabilitation paramount, it is 
essential that a teacher have a sympathetic understanding 
of the function of the special class and its relation to the 


educational program as a whole. 

Justification of the segregation of crippled children 
into special classes and schools rests upon the benefits 
these handicapped individuals can derive from the vari- 
ous physiotherapy treatments and medical supervision 
the particular type of local organization provides. Fail- 
ure to make adequate provision for the physical needs of 
each child is but meeting the problem part way. The old 
theory that physical correction of handicapped children 
belonged outside the school’s province has practically 
been abandoned. The present day theory is that physical 
rehabilitation takes precedence over mental education 
until such time as the physical handicap becomes of 
minor importance to the child. Through a daily pro- 
gram of concentrated physical care many children will 
realize a degree of correction and rehabilitation which 
will permit their return to the normal classroom. As 
soon as this period of physical effectiveness has been 
reached, children should be transferred and adjusted to 
the normal group. The special class teacher plays an 
important role in preparing the child for this ultimate 
adjustment. Subjecting the child to normal require- 
ments, normal situations and normal responsibilities is 
perhaps the best method of assuring satisfactory adjust- 
ment later. 

Fourth, she should have an understanding of the prin- 
ciples underlying vocational training, guidance, and 
placement in order that they may serve to guide her in 
the direction of the children’s interests and abilities and 
the development of wholesome attitudes toward indepen- 
dent living and service. Though careful and expert 
guidance and counselling will be necessary when actual 
vocational training is begun, the elementary teacher can 
make a valuable contribution toward this by encouraging 
wholesome attitudes toward work and economic inde- 
pendence. Development and exercise of independent, re- 
sponsible habits of work, with emphasis upon accuracy 
and neatness, will carry over to specific training later. 

Fifth, she should have a wholesome philosophy of 
personal living and a social point of view which will tend 
to encourage and develop desirable types of social re- 
lationships. Many of the children entering these classes 
have been deprived of the ordinary activities enjoyed by 
most children. They have not mingled with others of 
their own age, their social life has been narrow and it 
is difficult for them to adjust to a group and the new 
surroundings and conditions confronting them. A tact- 
ful, understanding teacher will strive to make each child 
conscious of his own ability and responsibility to con- 
tribute to the group and so prevent or correct malad- 
justment resulting from a sense of inferiority. In com- 
munities where the services of a social worker are not 
available the teacher will have to be acquainted with the 
procedures of social work as well as be prepared to deal 
intelligently with the various social agencies and or- 
ganizations within the community. 

Such courses as the psychology of the physically handi- 
capped, sociology, and mental hygiene are advocated as 
effective means of guiding and enlightening teachers of 
crippled children in dealing with behavior problems. 

In the foregoing paragraphs I have very briefly at- 
tempted to emphasize the essential differences between 
regular and special classroom teaching which make neces- 
sary the additional training that has been suggested. 
With the realization that the ultimate progress of any 
program is dependent upon the efficiency of its workers, 
one hopes the time is near when awakened public interest 
and efficiently trained teachers will assure a brighter edu- 
cational outlook for the crippled child. 

Physically Handicapped Children’s Bureau, 
Department of Edvtation, Albany, N. Y. 


State 
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EDITO 


Marching “Breast Forward” 


This time of year brings the splendid verve and 
swing of Browning’s last poem,—“One who always 
marched breast forward, never doubted clouds would 
wrack.” 

We hope that the A. P. A. will march breast forward 
with its own splendid vivifying swing, equal to Brown- 
ing’s, in the spring and summer of 1933 which opens 
with renewed promise of always better things. .. . 

Miss Alma E. Parker of 325 Colvin Avenue, Buffalo, 
who passed way February the 13th, was one who 
always marched breast forward. The staggering dif- 
ficulties of her life began with total blindness at age 
ten. 

Miss Parker was a graduate of the Orthopaedic 
Hospital and Infirmary for nervous diseases, conduct- 
ed by Dr. Weir-Mitchell in Philadelphia. She was a 
member of the class of 1907, and was an associate of 
the Western New York Chapter. She won many 
friends with her gentle, sweet courage. The Western 
New York chapter pay tribute to her triumphant cour- 
age. 

The Western New York Chapter have closed two 
interesting years when the annual meeting took place 
in Rochester, N. Y., on Saturday evening, April 2. 
Members were present from Buffalo, Rochester and 
Clifton Springs. Schenectady, Niagara Falls, Ithaca 
and St. Catherines (Ont.), were unrepresented by the 
one member quota of each. During the past year we 
have had two resignations and five new members to 
our chapter. The roll call is now 18 active members 
with ten associate members whose spontaneous sup- 
port we appreciate. 

The program for the year has consisted of dinner 
meetings, quarterly, with a guest speaker. The follow- 
ing addresses have contributed to the esprit de corps 
and professional learning of the chapter: 

Convention Report of 1932—Miss E. Polly Perkins 
of the Millard Fillmore Hospital. 

Diathermy—Fever Treatments Given Various Dis- 
eases—Dr. Stafford L. Warren of the Strong Memo- 
rial Hospital, Rochester. 

Arm Injuries—Dr. William Ward Plummer, Leading 
Orthopaedist of Western New York. 

The Relation of Physiotherapy to Bone Growth— 
Dr. Herman Pearce, Asst. Professor of Surgery at 
University of Rochester Medical School. 


Chairman Membership Committee 
Miss Marien SWEZzeEy Gary Hospital, Gary, Ing 


Chairman, Committee on Education 
Miss Mitprep Etson 942 N. Jackson St., Milwaukee, Wig. 


Chairman, Committee on Publicity 
Miss Marcaret WALLACE 728 Clark Street, Evanston, II 


Chairman, Legislative Committee 
Miss Mary E. Hrpsrer 450 E. 64th St, N. Y¢ 


Advisory Committee 
Joun S. Courter, M. D....122 So. Michigan Ave., Chicago, Ill 
Lupvic Hextoen, M. D 637 So. Wood Street, Chicago, Ili 
Datias B. Puemister, M. D 
University of Chicago Clinics, Chicago, Il} 
Wa ttace H. Core, M. D Miller Clinic, St. Paul, Minn, 
FREDERICK GAENSLEN, M. D t: 
425 East Wisconsin Ave., Milwaukee, Wise 














RIALS 


Physiotherapy’s Relation to Surgery—Dr. N. A 
Ardan, of Niagara Falls, N. Y. 

Physiotherapy Among the Crippled School Children 
of Rochester—Dr. C. Harris, Rochester, N. Y.; Ortho- 
paedist, Rochester General, Strong Memorial Hos- 
pitals. 

The last meeting, at which Dr. Harris spoke, was 
the annual meeting. 

The following is the officer personnel for the ensu- 
ing year: 

President—Miss E. Polly Perkins of the Millard 
Fillmore Hospital, Buffalo, N. Y. 

Vice-President and Treasurer—Miss Orpha Cable of 
the Crippled Children’s Guild, Buffalo, N. Y. 

Secretary and Vocational Bureau Chairman—Miss 
Earnscliffe Musgrove of the Millard Fillmore Hospital, 
Buffalo, N. Y. 

Members-At-Large—Miss Helen Hoff, Rochester, 
N. Y., and Miss Helen Whiting of Buffalo General 
Hospital, Buffalo, N. Y. 

Membership Committee Chairman—Miss Leila Zer- 
now, Rochester, N. Y. 

Legislative Chairman—Miss Esther Olsen, Niagara 
Falls, N. Y. 

Publicity Chairman—Miss Grace Shaw, Buffalo, 
N.Y. 

Official pos‘tions center in Buffalo this year. We 
hope to have them center in Rochester for the two 
following years. 


G. S. 


Where there’s a will, there’s a way! How often 
we hear this, yet, how often, we have to admit, the will 
must be lacking because the way is not made fact. 

Here in Dallas we find example of a will in Ella 
Mary George, our president, who in June is to receive 
a degree in Medicine. And don’t think that she just 
went to college as a matter of course, having clothes, 
books, tuition fees and good health just pour into her 
lap. After receiving her B.A. she assisted in the 
Physiotherapy and X-ray departments of the Scottish 
Rite Hospital for Crippled Children, relieving also at 
times at the private department in Dr. W. B. Carrell’s 
Clinic. Then she went to Columbia University for her 
M.A. degree, specializing in Physical Education, and 
while in New York qualified for membership in the 
A. P. A. and had some work at the New York Ortho- 
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pedic Hospital. Miss George had a year at the Mayo 
Clinic before entering Medical School, and has been 
fortunate during the four years of the final lap of her 
extensive education in doing vacation relief in the 
Scottish Rite and the Carrell-Driver-Girard depart- 
ments, besides a small amount of private work from 
other physicians, to take her through. 

Never very strong, she has had to devote her energy 
entirely to the task of putting herself through school 
to attain her high ambition, leaving many pleasures 
and entertainments out of her life for years. Yet, she 
was active in helping organize the Texas Chapter 
three years ago and for the past two years has served 
as president—the sort of presidency that has kept us 
an active and live group. With all this she has found 
time to keep up her infant class in Sunday School, 
where she has a story for the little ones, illustrated 
with dolls, animals, pictures and other scenery pre- 
pared for each week. 

Following her State Board examination, Miss 
George goes to New York to interne. So, New York 
Chapter, we of Texas lend her to you for one year, 
but we want her returned to us. 


Lord Horder and Physical Medicine 


A striking indication of the increasing importance 
attached to physical methods of treatment is afforded 
by the announcement that Lord MHorder, M.D., 
F.R.C.P., Physician-in-Ordinary to H.R.H. the Prince 
of Wales, has accepted the position of Hon. Consult- 
ing Editor of the British Journal of Physical Medi- 
cine (17, Featherstone Buildings, London, W.C. 1.). 

“It is obviously an honour to this Journal,” adds the 
Editor, “that a physician of such outstanding emi- 
nence should become so closely associated with it in 
a position which—as all who know Lord Horder will 
realize—will not be merely ornamental. Beyond that 
it is important as an indication that physical medicine 
is recognized in the highest medical circles as an im- 
portant and indeed essential branch of the healing 
art.” 

The methods above referred to include the use of 
ultra-violet and infra-red radiation, electricity, min- 
eral waters, climate, baths, massage, manipulation and 
dietetics. 

The Journal also announces that owing to health 
reasons Dr. King Brown has been forced to give up 
the medical editorship. His duties will be taken over 
by Dr. W. Kerr Russell in association with Surg. Rear- 
Admiral Richard A. Ross.—From The British Jour- 
nal of Physical Medicine, 17, Featherstone Buildings, 
London, W.C. 1. 


The New York Chapter regrets that the plans for 
the Sectional meeting had to be cancelled. Our chapter 
was looking forward to their share of entertaining the 
Eastern members. 

_ There is a great necessity for personal contact and 
mterchange of ideas, or our work tends to become 
stereotyped into a daily routine. 

It should, therefore, be a pleasure for all of us to 
encourage these meetings, kindle the fire of enthusi- 
asm for the local and national organization, and show 
our appreciation to those who have devoted time and 
effort in preparing the programs. 

Here’s hoping that the East, West, South and Mid- 
western Chapters will all shake hands at the National 
Convention in Chicago. 


From The Wisconsin Chapter News 


Published Quarterly by the Wisconsin Chapter of The 
American Physiotherapy Association, Madison, Wis. 


MEETINGS 

A meeting of the Wisconsin Chapter of the American 
Physiotherapy Association was held on February 4 at 
Madison. Nineteen members and two guests were 
present—a goodly number but we would like to be 
able to report everyone there next time. Dr. H. I. 
Denniston spoke on “Modern Developments in Physi- 
cal Therapy Education.” She outlined the course in 
Physiotherapy as given at the University of Wiscon- 
sin. Her mention of the two new courses, namely, 
“The Psychology of the Exceptional Child” and a 
choice of one of two sociology courses, and also the 
opportunity for practice in the Orthopedic School in 
Madison prompted even some of us very recent gradu- 
ates to marvel at “the ever increasing advantages of 
the younger generations.” 

We, as a chapter, were certainly well represented 
on the program of the Seventh Annual Meeting of the 
Wisconsin Association for the Disabled. Florence 
Phenix was impressive as the presiding chairman of 
one of the sessions. And, in case you have forgotten, 
no less than four others, Lois Mitchell, Garland John- 
son, Mabel Davis, and Evangeline Courtney also told 
them what was what. 


Notes FROM FRANKFURT A.M., GERMANY 


“Good day, Dr. Lampert. No, I am not a doctor. A 
physiotherapist is not a physician, but neither is she 
an untrained technician.” Hmm, I’ve never been called 
a professional freak before. The P.T. department is 
immense. It covers three floors of a good-sized build- 
ing and has the facilities for giving mud baths, sand 
baths, electrical and medicinal baths, cabinet baths, 
radium treatments, steam rooms, cabinets, and 
douches; two exercise pools each about 10x15 feet, a 
gymnasium with a few poor remnants of Zander ap- 
paratus, Russian baths, a room for hot air or baking 
treatments, diathermy and galvanic machines (the use 
of sinusoidal current is forbidden by law because of 
the danger of fatality) an inhalatorium, U. V. R. room, 
and an ionization room. I’ve never been so courte- 
ously treated in my life—but shaking hands with 
everyone every day is wearing me down. 

My week on mud baths. The first two days they 
insist that I wear an apron over my uniform be- 
cause I spiash the stuff around so. What a lot of mud 
it takes to cover some of these buxom German women. 
It looks like a good form of heat, but a bit messy. 
No wonder these people are so plump. They eat con- 
stantly. In the rest period after treatment they invari- 
ably bring out rolls, eggs, bologna, or fruit “to help 
them rest.” Most patients are out-patients. The num- 
ber who speak English is amazing. 

Some treatments are bewildering. A nurse who had 
polyneuritis six months before and was left with flaccid 
feet and weakness of the finger extensors, lumbricales, 
and opponens pollicis on one day has baking and mas- 
sage, the next day swimming and exercise in the gym, 
the next day electrical full bath, the next day dia- 
thermy, the next day faradic massage. 

Dr. Lampert says I can’t understand these treat- 
ments until I experience them myself, so each day I 
must take a different one. Mmm, a carbon dioxide 
bath with bubbles collecting all over me and tinkling 
or tickling—I can’t decide. A _ pine needle bath. 
Wouldn't that be a luxury at home! A salt bath. I 
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feel dirty all over. Twenty minutes in the Russian 
bath in hot air at 160 degrees F. and then into steam. 
If I can only stagger out of here, don’t think I'll take 
any more of these treatments for they are a bit too 
strenuous. Ionization treatments for a sinus headache. 
They tell me there are only two of these machines in 
America, one in New York and the other at the Wis- 
consin General in Dr. Pohle’s Department. For a 
half hour, I breathe air that feels as clean and cold 
as mountain air. It makes me so drowsy. I like my 
course of twenty treatments and, best of all, the head- 
aches disappear. 

Dr. Lampert has arranged a couple of days for me 
at the Orthopedic Hospital where Dr. Hohmann is 
chief of the staff. I meet and observe the head 
physiotherapist as she examines a case of scoliosis for 
the doctor’s record and as she conducts a class of 
students in the technique of giving foot exercises. 
This is done very exactly and very well, I think. I 
am made a member of the class and must practice on 
the patient also. I observe treatments given by the 
P. T.’s, both graduates and students. They seem to 
know their kinesiology and have and use a wide 
variety of exercises. The course for students here is 
much longer and apparently much better than the oth- 
ers about which I have been able to get information. 
They seem to get more theory. Tomorrow is my last 
day in Frankfurt. I must spend the whole morning 
saying good-bye to Prof. Strassburger, Dr. Lampert, 
all of the other doctors, assistants, P. T.’s and office 
force. The extreme formality doesn’t bother me any 
more. In fact I hate to leave it but I can still look 
forward to a few days in Berlin, Hamburg, and Home. 

Note: Dr. Lampert is the head of the Physiotherapy 
department in the Staedtisches Krankenhaus or City 
Hospital. Dr. Hohmann is head of the Friedrichsheim 
or Orthopedic Hospital—Mary Rhode. 


ORGANIZATION AND OPERATION OF THE MADISON 
REVOLVING Brace FunpD 

Since the February meeting of the Association for 
the Disabled, there have been several inquiries regard- 
ing the Revolving Brace Loan Fund used in the Madi- 
son Orthopedic School, i. e. how was the fund started 
and how does it operate? 

The need for such a fund became more acute when 
the Wisconsin State General Hospital required all bills 
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for appliances and x-rays to be paid in advance. Mix 
Camp, our director, and I held a discussion with , 
member of the Madison Parent-Teacher’s Council who 
happens to be the mother of one of our patients. This 
parent then presented a report of our problem to th 
president of the Madison Women’s Club. The presi. 
dent immediately interested the club as a whole ang § 
referred the report to the chairman of the Socisj 
Service Committee to work out a plan. By means oj 
letters or telephone calls our problem was discusse 
before each women’s organization in Madison. Nex 
a general meeting of representatives from all they 
clubs was held at our building, so they might have 4 
chance to visit our school. Maybe the tea and cakes 
served by our girls were an added stimulus, for ep. 
thusiasm at this first meeting was electric. Mis 
Camp, the teachers, and I were asked to talk and to 
answer questions. As a result 39 clubs pledged sup. 
port and became members by making contributions 
The largest was $80.00, the next $50.00, and with 
lesser amounts made a fund which became aboyt 
$400.00. Four more clubs joined this year. Ap. 
nually, an executive committee—president, secretary 
and treasurer—is elected. The president appoints sub- 
committee chairmen for such service as visiting chil- 
dren during hospitalization, entertainments, social 
service needs, etc. These committees meet, as needed, 
and have obtained such things as cribs, high-chairs, 
and wheel toys for home use, as well as extra equip. 
ment for the school. 

When a family needs a loan, I report to the president 
the approximate amount and the status of the family, 
The president then interviews the family and gets a 
statement as to how they can repay the loan and gives 
me her O. K. within a day. Then a member, usually 
one who lives nearby, is appointed to make the cd:- 
lections. 

This arrangement makes it possible for me to put 
in an order for braces, shoes, supports, etc., with the 
privilege of charging the bill to the Loan Fund. 
Needless to say, the dealers give me speedy and con- 
plete cooperation, and the child gets service in the 
quickest possible way. 

The club has been most generous in cancelling partt- 
ly paid bills or paying the whole amount when needed. 
This total, of course, had to be limited to maintain 
the fund and keep it revolving—Laura B. Borwell. 


The Treatment of Sciatica by Artificial Fever Produced 
by Diathermy* 


By Miriam Van Tassel 


The patient, a young woman of 26, first complained 
of pain in various joints with no apparent redness or 
swelling. At times there was some limitation of move- 
ment, probably due to pain. Salicylates were given by 
her physician but no definite improvement could be 
noticed. Physiotherapy in the form of heat and mas- 
sage were given at frequent intervals. Foci of infec- 
tion seemed to be in the sinuses. The sinuses were 
treated for a period with no improvement so radical 
surgery was resorted to with a questionable improve- 
ment. Further examination discovered the same type 
of bacteria (streptococcus) located in the cervix. Lo- 
Rest Home,” Dallas, Texas. 


*Report of case at “The 


cal treatment was resorted to with a clearing up of the 
condition. The arthritis persisted, however, so a 
autogenous vaccine was made from pus collected from 
sinuses and later from the cervix. Same was a- 
ministered with no apparent improvement by Dr. J. 
McL., ear, nose, and throat specialist. , 

Dr. J. S. S. attending physician, gave a series of 
seven typhoid vaccine intravenously. This is a very 
common form of treatment and is used to produce a 
chill and fever. With the fever we have an increase 
in the white blood count thereby increasing the resist- 
ance to the arthritis germ. It has been found that the 
typhoid germ is a much safer and easier controlled 
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rm, and for that reason is more frequently used. 
The first injection was of 25,000,000 bacteria with no 
reaction. 50,000,000 slight chill, temperature 101; 
50,000,000 with no reaction; 80,000,000 chill, temp. 
100.8; 125,000,000 no reaction; 200,000,000 no chill, 
temp. 99; 250,000,000 chill, temp. 101.6 dropped to 
100.8 and remained there for about five hours when a 
cough developed. The cough and hoarseness increased 
in force and it was found necessary to cocainize the 
throat, administer steam, apply a mustard plaster at 
four hour intervals and morphine gr. 4 6 hrs. for 
control of the cough. This was continued for eleven 
davs and the cough gradually decreased. 

The arthritis, however, persisted at intervals with 

the complication of a marked sciatic nerve involve- 
ment. The case was referred by the attending physi- 
cian to a prominent neurologist, Dr. A. J. S., of this 
ity. 
: This time salicylates were given intravenously and 
physiotherapy continued with some improvement for 
a time. The condition, however, flared up and it was 
decided to resort to more drastic means. After further 
consideration and careful thought it was decided to 
attempt to produce an artificial fever by diathermy. 
This type of treatment has been used with considerable 
success in cases of paresis. The patient was under 
hospital care during the entire treatment. 

Nov. 13, 1932, the patient was placed in bed for the 


treatment having had no breakfast except black coffee 
and the bowel cleaned out by an enema. The bed was 
prepared by placing a thick pad over rubber sheeting. 
The fever electrodes, consisting of one large back 
and one chest and one abdominal electrodes were ap- 
plied directly in contact with the patient. A canvas 
jacket was then applied to hold the electrodes in place. 
The patient was then covered entirely, except for the 
exposure of the head, with seven wool blankets and a 
rubber sheet to insure good insulation. The current 
was then applied and treatment recorded as follows: 


AM Temp. Pulse Resp. Medication Diet Remarks 
9:30 Current on 
10:00 “2 20 
10:15 20 
10:30 -6 20 


Current 
2000Ma 


Perspiring 


Perspiring 


HMC Hypo. Restless 


Sleeping 
Sleeping 
Sleeping 
Sleeping 
Sleeping 
Current off 


Electrodes off 
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AM Temp. Pulse Resp. Medication Diet Remarks 
2:30 105. . Signs of awakening 
2:45 . 24 Restless at intervals 


24 Awake, arms exposed 


24 Restless 
22 


20 2 Nauseated 
20 Citrocarbonate 2 blankets removed 
20 2 blankets removed 
4 H20 Blankets removed 
Bath and alcohol rub 
Evident relief was obtained from this treatment but 
there was a recurrence of the sciatica about a month 
later so on Dec. 12, 1932 another treatment as follows 
was given: 
Temp. 


DDO Ln de te wo oo 
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Medication Diet Remarks Current 


Current on 


Resp. 


99.6 
99. 
99. 
99. 


Perspiring 


H20 


HMC Hypo. H20 Restless 


Sleeping lightly 


Current off 


ROARAREN A A BAD 


Sleeping soundly 

Sleeping 

Electrodes off exposed 
7 minutes 

Sleeping 

Sleeping 


Sésse 


Shee 
SuSu 


Sleeping lightly 
Awake thrashing at 
covers 


WwnNrnnd Nee ee 


- 


HMC Hypo. 


Ta) 
SuS uw 


Sleeping soundly 


Sleeping 

Sleeping 

2 blk. removed arms exp. 
1 blanket removed 


4 blankets removed 
Sleeping at intervals 
Ice Turning from side to side 
Ice Nauseated 
H20 
Lithium Pot. Zi 


z we zt ee eo ee 
SSSSSSERSz 
DAL EhAROR EERE A PRPS 


=F} 


Alcohol rub 
Emesis 


SOSH BNIDADAN GE ee me 


33 
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This treatment resulted in a disturbance of the gall 
bladder so for a period of about a week she vomited 
fairly continuously. However, definite relief was ob- 
tained and at present writing, three months later, in 


.spite of weather changes, etc., she has not had a 


twinge of pain from the nerve and has made practical- 
ly no complaint of joint pain except at menstrual 
periods. 

It will be interesting to follow this case and if, 
as it seems at present, a “cure” is found in thera- 
peutic fever treatments produced by diathermy, we 
have another word to say in favor of Physiotherapy. 

Dallas, Texas. 


Abstracts 


By John S. Coulter, M.D. 


Orthopedic Treatment of Poliomyelitis. Abst. in 
Jour. A.M.A., 100:5:376, Feb. 4, 1933, from Lancet, 
London 2:1044 (Nov. 12) 1932. 

Todd believes that the actual means of splinting a 
patient with acute anterior poliomyelitis is of less im- 
portance than the observance of correct principles. But 
in the earliest stage, and especially when pain is a strik- 
ing feature of the case, plaster of paris is, in his opinion, 
unequaled. It is invaluable also in cases of trunk 
paralysis, for by its use plaster “beds” or casts can be 
made which fit the patient accurately, provide perfect 


rest and relaxation with comfort, and prevent deformity 
from unequal muscular pull. A plaster bed, made by a 
skilled orthopedic surgeon, is a comfortable splint. For 
the lower limbs the lightest possible splints that are effi- 
cient are to be desired. They must hold the paralyzed 
joints in such a position as to afford the affected muscles 
rest and relaxation; provided they do that, the less they 
enclose and constrict the parts the better. Light splints 
of duralumin are excellent, though more expensive than 
sheet iron; for many purposes the old-fashioned tin 
night-splint, made of tin plate and soldered together, has 
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much to recommend it. Web bands and buckles are 
better than constricting bandages as a means of attaching 
splints. How long rest and relaxation should be con- 
tinued before massage and perhaps electrical treatment 
should be begun is a difficult question. Complete rest 
should be enforced till all pyrexia, pain, irritability and 
malaise have disappeared ; the patient should be showing 
signs of the desire to move and must have recovered 
from the state of contented apathy before any attempt 
to add stimulative treatment is made. If in doubt it is 
wiser to wait than to hurry; more harm is done by pre- 
mature treatment than by the lack of treatment. Prob- 
ably no muscle that has suffered recognizable paralysis 
should receive treatment other than relaxation within a 
month ; usually the interval should be longer, and it may 
be as long as two or three months. Manual massage 
should be the first method of adjuvant treatment to be 
added; its object is to ‘stimulate the circulation and 
maintain the tone of the paralyzed muscles. Electrical 
stimulation of paralyzed muscles must be carried out with 
extreme caution in the earlier stages of the disease; 
anything approaching strong stimulation would do in- 
calcuable harm by stretching the damaged structure, 
perhaps, irretrievably. Every constraction of a partially 
paralyzed muscle, whether in response to a voluntary or 
to an electrical stimulus, must be submaximal. Any 
attempt to get a contraction at all costs, by using a 
strong current if need be, is strongly to be deprecated. 
A patient will not do more than he can of his own free 
will; if subjected to a electrical current he may have no 
option; for this reason the author much prefers volun- 
tary movements, under water if possible, to electrical 
treatment, in the early stages of convalescence. Even 
later, when electrical treatment can be used more freely, 
it is necessary to use it with circumspection for another 
reason: it is essential that the stimulus be applied to the 
paralyzed muscles and vessels only, and not to their op- 
ponents, otherwise deformity will be aggravated. For 
this reason indiscriminate treatment of a whole limb in 
an electric bath is usually contraindicated ; it is applicable 
only in those relatively rare cases in which all the 
muscles of the limb have been equally affected. In the 
majority of cases it is necessary for the affected muscles 
to be treated personally by the electrotherapist, and in 
all cases it is vital to use such a current as will stimulate 
the paralyzed muscles and not their opponents. To use 
such a strong current, in the hope of “waking up” a 
much paralyzed muscle, that it goes through to the op- 
posing group, is to do double harm. Electricity, how- 
ever, and massage have no place in the early treatment of 
acute poliomyelitis; at that state there is one treatment 
and one only ; namely, rest with relaxation. 


Therapy of Rheumatism. Abst. in Jour. A.M.A., 
100 :4 :301, Jan. 28, 1933, from Deutsches Arch. f. klin. 
Med., Berlin, 174:162, (Oct. 22,) 1932. 

Burkardt points out that in most chronic articular 
processes early and systematic exercising is of the great- 
est significance. Although it is painful at first, the 
physician should use all his authority to induce the 
patient to make movements, for they are a physiologic 
stimulation for the joint. For the treatment of patients 
in whom the knees have become stiffened in an extremely 
flexed position, the author recommends a special trac- 
tion method that gradually stretches and mobilizes the 
knees. He considers this pressure and traction therapy 
superior to the formerly practiced “brisement force.” 
In some cases he obtained good results by injecting 
around the stiffened joint small quantities (from 2 to 4 
ce.) of an analgesic solution, followed by exercises. 
Periarticular injections with substarices ordinarily used 
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intramuscularly or subcutaneously, such as formic acid 
solution with a small quantity of an analgesic solution 
(procaine hydrochloride), were found helpful in gtij 
active processes, in arthroses and in isolated arthralgias 
A gonococcic vaccine was used successfully for 

articular injection in some cases of monarticular stiffen. 
ing, while in other cases “physiologic” sulphur and, jg 
others, bee venom proved helpful. The author dig. 
cusses the role of ovarian dysfunction in the pathogene. 
sis of articular processes and points out that articulg 
disorders are especially frequent in childless women ané 
those with only one child. In the treatment of articular 
disorders with ovarian preparations, he found a com. 
bination of glandular and hormonal preparations more 
effective than either alone. Attempts at influencing 
arthropathies with thyroidal or hypophyseal preparations 
have so far failed, and experiments to influence the 
arthroses of old age by the administration of testicular 
preparations were likewise a failure. The author con. 


cludes that the recent improvements in therapeutic 
measures have considerably improved the prognosis. 


The Exact Role of Physical Therapy in the Treatment 

of Fractures. Clay Ray Murray, M.D., F.A.C.S., New 
York, Assistant Professor of Surgery, College of Phy- 
sicians and Surgeons, Columbia University; Associate 
Attending Surgeon, Presbyterian Hospital in the City of 
New York, in Surg. Gynec. Obst.,lvi:2A :479, Feb. 15, 
1933. 
First let us consider what effects physical therapy can 
be justly assumed to produce. I express a personal 
opinion, although I am certain that it is held by many 
others who have watched the development of the treat- 
ment of fractures, when I say that much has been said 
and written of the mode of action of various physical 
therapeutic agents that is unfounded in fact and without 
other reason than unsupported theory or vivid imagine 
tion. I believe, however, that we know that physical 
therapy can accomplish certain things, if properly and 
intelligently applied. It can relax muscle spasm; it can 
relax vascular spasm. I feel that our certain knowledge 
stops there. There are obvious secondary results of 
these two actions which we must logically recognize. 
Relief of pain and soreness, increased blood vascular and 
lymphatic circulatory efficiency, increased local meta- 
bolic activity are natural and undeniable consequences. 
I believe that these are the only effects which we are 
justified in depending upon in fracture treatment, with 
one exception which I shall mention later. How are 
these effects accomplished? There is again, in so far 
as | can see, no need to go far afield for abstruse ex- 
planations. There is no justification, and indeed no 
need, for talk about a little understood electrical force 
applied in the form of the static brush “pushing and 
forcing exudate out of the tissues”; or of the part played 
by the electrical nature of diathermic heat in the pro 
duction of its effects. 

If one stops for a moment to consider the wonderful 
character of the human neuro-muscular and _ neuro 
vascular reflex mechanisms, and of their activation by 
sensory impulses of a wide variety, central as well as 
peripheral, one can readily realize that the sensory effect 
of any given agent can well be responsible for resulting 
relaxation of both muscle and vascular spasm. And it is 
purely upon these two effects of physical therapy that 
we can depend for help in the treatment of fractures. 
The one exception to this statement lies in the use of 
muscle stimulation. There have been in use for many 
years various modifications of the electrical current for 
its effect in the production of muscle contractions. The 
earlier forms, in which both faradism and galvanism 
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were used, produced muscle spasm rather than a normal 
muscle contraction, and constituted therefore a handicap 
rather than a benefit. There have been developed, how- 
ever, through the use of rapidly interrupted galvanism 
associated with a surge variation, apparatuses which can 
approximate the normal muscle wave of contraction and 
relaxation without spasm, although they can never equal 
the human mechanism in efficiency. One may consider 
this as a possible substitute, imperfect to be sure, for 
yoluntary muscular activity by the patient in evaluating 
physical therapy in fracture treatment. 

We may say that there are three elementary and basic 
forms of physical therapy available in fracture treat- 
ment: heat, massage, and muscle exercise. The first 
two are dependent for their effects on the relaxation of 
muscular and vascular spasms, and their action is wholly 
through the sensory arc of a reflex mechanism; it de- 
pends almost entirely on the pleasurable sensory effects 
produced. The third is of value largely for its pump- 
ing effect on the lymphatic and venous circulatory 
mechanism of the part as a whole, and in part for the 
artificial functional activity which results from its use. 
To these may be added the factor of moderate elevation 
as a circulatory aid. This elevation depends for its effect 
on gravity, and it must not be of sufficient degree to in- 
terfere through this factor with the arterial inflow to 
the part. It should merely be sufficient to aid the lym- 
phatic and venous drainage from the part. 

Here, then, lies one reason why the use of physical 
theraphy frequently results in the prolongation of con- 
valescence—in the lack of appreciation of the physio- 
logical principles back of its use, and the failure to ap- 
preciate the simplicity of the mechanism involved. The 
fixed idea that the physical therapist must do something, 
instead of the viewpoint that his real job is merely to 
make it possible for the patient to do it himself. 

1. The reduction. The use of light stroking mas- 
sage of the type described by Lucas Championniere and 
Mennell, or of any other agency which will produce the 
same results, many be of definite value immediately fol- 
lowing the injury and up to the time of reduction in help- 
ing to minimize the exudation into, and infiltration of, 
the tissues and in alleviating muscle spasm. It could well 
be combined with emergency traction to advantage in the 
period of inactivity between primary splinting and reduc- 


tion, if the facilities available make it possible. 


2. The post reduction period. One of our objects in 


the treatment of a fracture is the early elimination of 
pathology before it can undergo organization into scar 
tissue. Immediately after a fracture there is haemorr- 
hage and exudation and cellular infiltration in and about 
all the structures of the affected part. This pathology 
undergoes organization into tissue rapidly. Within 72 
hours this organization is well started and by the end of 
10 to 12 days it has progressed to considerable magnitude. 
In the first 5 to 10 days a large proportion of this exuda- 
tion and infiltration can be removed from the part, be- 
fore it can undergo organization, by any mechanism 
which will restore the normal circulatory inefficiency of 
the part. It is here that physical therapy can be, I 
believe, of definite value in itself, if the method used in 
the treatment of the bone lesion allows of its use. Light 
massage of the character already indicated, heat of the 
type previously described, or substitutes for them, com- 
bined with moderate elevation can do much to aid in this 
early elimination of pathological processes. If it can 
be largey eliminated, the amount of stiffness and sore- 
ness will remain for later treatment, and the amount of 
late swelling on use and other circulatory handicaps due 
to scar tissue infiltration which will require attention, 
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will be greatly diminished, and there will be less talk 
of the after treatment of fractures. 

3. After-treatment. After the bone has healed, and 
the patient is in position to regain progressively the full 
use of the part is the stage in which physical therapy is 
almost universally used—and abused. There are cer- 
tain definite facts which must be stressed before dis- 
cussing the use of physical therapy at this time. No 
physical therapy that I am familiar with can restore 
strength and suppleness to a limb, regardless of who 
gives it, or what complicated and impressive machinery 
is used to carry it out. The only factor essential in the 
regaining of functional activity by a patient is the volun- 
tary active use of the part progressively by the patient. 
These facts are incontrovertible. The doctor who sees 
the case, the technician who administers treatment, and 
the patient who receives it must all know this fact. 

Physical Therapy can do more than make the volun- 
tary function easier and less distressing. Here lies the 
second reason why physical therapy so often hinders 
the convalescence of the patient. 


Physiological Rest and the Preservation of Locomo- 
tion. Vernon L. Hart, M.D., F.A.C.S., Dayton, Ohio, 
in Surg. Gynec. Obst, lvi:3 :687, Mar. 1933. 

The program of physiological rest will vary according 
to the particular disorder but the underlying principles 
expressed in the following general outline are constant. 
The principles are mechanical and physiological; the 
therapy is applied anatomy and physiology. 

1. Surgery (Manipulative or open) when indicated. 

2. Fixation in the optimum positions—(a) optimum 
positions when restoration function is anticipated; (b) 
optimum positions for ankylosis. 

3. Maintenence of the integrity of the neuro-muscu- 
lar, vascular, and articular systems. 

The writer believes that a therapeutic program as out- 
lined will help the physician to understand more clearly 
the fundamental principles that are important in pre- 
serving the functions of locomotion; and it will make 
for order and clarify in the minds of the medical stu- 
dents as to treatment of diseases affecting locomotion. 

Contractures and loss of function of the fingers and 
shoulder joint following treatment for Colle’s fracture 
are evidence that part 3 of the program outlined was 
neglected. Extensive scar tissue webs binding the chin 
to the base of the neck or the arm to the side of the 
thorax could be avoided if part 2 were properly included 
in the therapeutic program of treatment for burns. The 
period of disability and hospitalization of patients with 
haematogenous osteomyelitis could be reduced if part 1 
of the program were adequately executed. 


TABLE 1.—OptimuM PosiITIONS FOR FIXATION WHEN 
RETURN OF FUNCTION Is ANTICIPATED (INFANTILE 
PARALYsIs, ACUTE TENDER STAGE) 

Shoulder: 1. Abduction 90 degrees. 2. External 
rotation 45 degrees. 3. Anterior flexion (elbow in 
front of anterior axillary line). 

Elbow: 1. Flexion 90 degrees. 2. Supination. 

Wrist: 1. Extension 30 degrees (dorsiflexion). 2. 
Neutral as to radial and ulnar deviation. 


Physiological Position of Grasp 
Hand: 1. Fingers in semiflexion. 
tion of opposition. 


2. Thumb in posi- 


Spine: 1. 
gerated. 

Pelvis: 1. Transverse plane. 

Hip: 1. Abduction. 2. Neutral as to rotation. 3. Neu- 
tral as to flexion and extension. 


Straight with the normal curves not exag- 
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Knee: 1. Straight with support under popliteal con- 
cavity. 

Foot and Ankle: 1. Dorsiflexion 90 degrees. 2. Neu- 
tral as to inversion and eversion. Arches well sup- 
ported. Toes side by side and extended. 


Taste IIl—Tue Optimum Positions For ANKYLOSIS 
OF JOINTS 

Shoulder: 1. Abduction. (a) Adult 45-50 degrees. 
(b) Child 60-75 degrees. 2. External rotation—15 de- 
grees. 3. Anterior flexion (arm in front of anterior ax- 
illary line). 

Elbow: 1. Occupation. 2. Right or left handed. 3. 
Flexion 90 degrees with hand in mid-pronation. An- 
kylosis of both elbows-—one slightly more and the other 
slightly less than a right angle. 

Wrist: 1. Dorsiflexion 45 degrees. 
ulnar and radial deviation. 

Hand: 1. Position of grasp altered by occupation. 

Spine: 1. Position in which normal curves are slight. 
Slight forward flexion of head and neck to accommodate 
walking and reading. 

Hip: 1. Adult. (a) Flexion 45 degrees sitting occupa- 
tion. (b) Flexion 15-25 degrees standing occupation. 
(c) Abduction 5-10 degrees. (d) External rotation 5 
degrees. 2. Child. (a) Flexion 25 degrees. (b) Abduc- 
tion 5-10 degrees. (c) External rotation 5 degrees. 3. 
Age. Occupation. Degree of shortening. 

Knee: 1. Occupation. (a) Straight-standing occupa- 
tion. (b) Slightly flexed—sitting occupation. 2. Child 
—complete extension. 

Foot and Ankle: 1. Plantar flexion 5-10 degrees (al- 
tered by sec and shortening of extremity). 2. Neutral 
as to inversion and eversion. Arches supported. Toes 
extended and side by side. 

The principles included in part 3 of the program of 
physiological rest are generally grouped under the head- 
ing of physical therapy. They include numerous meas- 
ures which favorably influence the physiology of the 
various tissues which control the functions of the ap- 
paratus of locomotion. Assiduous attention to these 
measures often determines the success or failure of 
treatment. The integrity of the circulatory, neuro-mus- 
cular, and articular systems can be maintained in the 
presence of certain disorders if mechanical and physio- 
logical principles are intelligently applied. These meas- 
ures may be conveniently outlined as follows: 


2. Neutral as to 


PuysicaAL THERAPY 

I. The normal stimulus of function: A. Weight bear- 
ing—l. Partial. 2. Full. B. Active muscular contrac- 
tions: 1. With joint movements. 2. Without joint move- 
ments. 3. Assisted. 4. Unassisted. 

II. Elevation. 

III. Massage. 

IV. Heat—-induced fever: A. Local. B. General 
temic. 

V. Cold. 

VI. Alternating heat and cold (contrast baths). 

VII. Electrotherapy. 

VIII. Heliotherapy. 

IX. Occupational therapy. 

X. Under water gymnasium or therapeutic pool. 

Stiff and useless fingers should never result after 
proper treatment of a Colle’s fracture if the patient is 
instructed actively and completely to extend and flex 
the fingers several times daily while the fractured part 
is splinted. The same patient will not lose the functions 





sys- 


of abduction and external rotation of the shoulder on 
the affected side if the patient is instructed actively and 
frequently to place the hand to the mouth and back of 
the head while the Colle’s fracture is immobilized. These 
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principles are expressed in a phrase which may be 
plied to most fractures—“actively mobilize the mus¢dg 
while the fractured bone is immobilized.” 

Muscles of an extremity can be actively contracted ql. 
though the extremity is firmly immobilized in apparatys 
This is often highly desirable in order to maintain my. 
cle tone, to prevent atrophy and muscular contracture 
and to maintain the integrity of the neuromuscular ani 
articular systems. Several days after surgical treatmen 
of internal derangements of the knee joint, the patie 
is instructed actively to contract the quadriceps muscle 
Subsequent knee joint function depends upon the integ. 
rity of the extensor apparatus of the knee joint. Many 
patients who had torn semilunar cartilages treated gy. 
gically experienced continued disability because th 
quadriceps mechanism, paralyzed by the local surgicg 
shock, was not re-educated. 

The principle of elevation is simple and obvious by 
the lack of its application is seen daily. 

Restoration of function following a supracondyly 
fracture of the elbow as well as many other fractures js 
aided by active motions under warm water. The hex 
stimulates the circulation and the buoyancy of the wa- 
ter relieves much of the weight of the extremity and 
gravity; as a result active motion is accomplished with 
less muscular effort and with less pain. 


Fractures of the Ankle. 
Edmunds, M.D., Seattle, 
XIX :2:230, Feb. 1933. 

The essentials of treatment consist in (1) early and 
accurate reduction, (2) holding the fragments, and (3) 
instituting massage and motion early. 

Reduction should be done immediately, before the 
swelling distorts the tissues, as it is accomplished with 
a great deal more difficulty after the tissues and muscle 
fibers have become distended with extravasated blood. 
Early reduction stops pain and prevents further traum 
to the soft parts and thus materially reduces the period 
of disability. An anesthetic producing full muscular 
relaxation should always be given before attempting 
reduction. 

Fixation is best accomplished by molded plaster splints 
or a circular plaster cast. The plaster should be molded 
well around the mallecli and to the arches of the foot. 
The plaster should extend sufficiently high on the leg to 
immobilize the knee. If a circular cast is applied, it 
should be bivalved immediately. 

Massage and Motion. Fractures should be immobil- 
ized the minimum time for safety. Massage and motion 
improve the circulation, stimulate the tissues, promote 
healing, reduce excess callus to a minimum, and tend to 
prevent joint adhesions and anklosis. Massage and gen- 
tle passive movement may be started not later than the 
second week and repeated every other day. The entire 
limb should be massaged, and, needless to say, the mas- 
sage should always be toward the body. Active motion 
can be begun at the end of the third week and gradually 
increased until the full range of motion is obtained. The 
entire cast can be removed by the sixth to the tenth week, 
depending on the type of fracture. Weight-bearing is 
then started. If the callus formed is firm, weight-bear- 
ing will be relatively painless. If, however, the callus 
is still soft, there will be considerable pain on weight- 
bearing, and this is an indication for postponement of 
further weight-bearing for ten to fifteen days longer. 
As soon as weight-bearing is started, the inner side of 
both the heel and the sole of the shoe should be raised 
with an Aniston wedge of about 34 inch thickness. This 
is an extremely important point, for it will give great 
comfort to the patient to take the strain off the ligaments 


M. C. Lile, M.D., and L. 
Wash., in Am. J. Surg, 
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on the inner side of the foot. If this is not done, the 
foot will gradually work over to the everted or flatfoot 

sition. After the first ten days, the patient should be 
allowed up and about on crutches. At first the leg will 
swell considerably because of venous stasis. Conse- 
uently at first he should be up for short periods only, 
and between these periods the leg should be elevated to 
aid the return of blood. The periods up can be gradually 
increased, when the leg again becomes accustomed to’ the 
dependent position. 


Muscular Fatigue, Muscle Strain and Muscle Cramps. 
Rudolph Marx, M.D., Los Angeles, in Calif. & West. 
Med., XX XVIII :2:96, February, 1933. 

Muscutar FatIGue 

Accumulation and insufficient removal of the decompo- 
sition products of muscular activity lead at first to a 
transient condition of increased irritability, followed by 
lessened irritability of the muscle cells. The latter state 
of more or less complete loss of muscular irritability 
and contractability is called “fatigue.” 

If the fatigue-creating substances of a muscle over- 
flow into the general circulation, or are experimentally 
injected into animals, they produce symptoms of general 
fatigue. The first effect is the depression of other 
muscles, including the muscles of the heart and blood 
vessels. This in turn leads to a diminution of circula- 
tion and oxidation and the vicious cycle of added fatigue. 
The functioning of the nerve cells and the central nerv- 
ous system also suffer—directly by the fatigue substances 
and indirectly by diminished oxidation (except the 
breathing center, which is stimulated by the increased 
carbondioxid tension). This results in the impairment of 
muscular power, tempo and cordination of intentional 
and unintentional motion and motion sequences. 

By repeated exercise (“training”) the muscle is made 
to gain in size, tonus, strength and power of recuperation. 
Its fibers grow larger storing up more glycogen; the size 
of its blood vessels and the amount of blood circulating 
in it increase, and the acid-binding power of the muscle 
proteins seems to grow. (The muscles of the heart re- 
spond in a similar way.) 

Muscucar STRAIN 

If stimulation of the muscle is continued after the 
state of fatigue is reached the muscle is apt to be dam- 
aged and “muscular strain” results. After the muscle 
has used up its own reserve material, eventually other 
glycogen brought up from the liver, and also its alkaline 
buffer substances, less suitable protein material of its 
cells may be called upon to produce energy and chemical 
balance. The evidence of this fact is the increased nitro- 
gen output which results from exhausting exercise. If 
these destructive processes are permitted to go beyond 
a certain point, they produce more or less far-reaching 
physicochemical alterations in the muscle tissue. These 
changes are often accompanied by an inflammatory re- 
action, edema, and stiffness. The popular name for this 
condition of strain of muscles and muscle groups is 
“charleyhorse.” The extreme possible consequences of 
such a state are muscular atrophy and contraction, which, 
however, occur only in rare instances. 

Muscite CRAMPS 

Muscle cramps are usually brought on by sudden, 
exaggerated or wrongly directed impulses when a muscle 
action does not meet the anticipsted amount of resistance 
or is not checked by the controlling antagonistic muscles, 
as is normally the case. After producing a maximum 
contraction the superfluous amount of muscle energy 
liberated by the disproportionate impulse is converted 
into a muscular spasm. This implies that a muscular 
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spasm surpasses in untensity a voluntary muscle con- 
traction. That part of the energy produced by it which 
is not converted into labor is transformed into heat. 


PREVENTION AND TREATMENT 


It is easy to understand that prevention of the con- 
ditions mentioned is only possible to a limited degree. 
And little can be said about their prevention and treat- 
ment that experienced trainers do not know. The 
theories merely support the practical rules of training 
which were found empirically. 

To mention these briefly. The training work should 
be started with small demands and increased gradually. 
Sufficient rest periods must be interspersed. No effort 
in training should be carried to the point of complete 
muscular exhaustion. Once the muscles have reached 
a state of severe fatigue or strain, they should not be 
exercised until they have fully recuperated. 

The process of recovery can be accelerated by the 
accepted methods known to stimulate the recuperation 
and circulation of the muscles, i. e., heat in any form, 
and massage. 


Restoration of Function of Hand and Arm, Following 
Radical Amputation of the Breast. Carl G. Roberts, 
M.D., Chicago, Illinois, in Am. J. Surg., XIX :3:494, 
Mar. 1933. 

One of the principal postoperative problems connected 
with radical amputation of the breast for malignancy is 
that of restoration of function in movements of the 
affected arm. Removal of the pectoral muscles as out- 
lined by Halsted many years ago, leaves a certain amount 
of incapacity which is oft-times slow in responding to 
the usual methods of treatment. This delays the return 
of the patient to occupational usefulness as well as proves 
inconvenient in ordinary personal hygienic routine. 

During the last ten years, a method has been used by 
the author which seems to be a solution of the problem 
of early restoration of function. After the patient has 
fully recovered from the effects of the anesthesia, the 
hand and forearm on the affected side are attached by 
adhesive plaster dressing to a traction apparatus such as 
is used with an ordinary fracture frame. The weight 
used averages from 2 to 4 pounds connected by rope 
through overhead pulleys which may be attached to a 
Balkan frame. The upper arm is at right angles to the 
body, the elbow flexed and the hand suspended upward 
with sufficient weight attached to prevent the elbow from 
touching the pillow or bed except by muscular effort on 
the part of the patient. The arm remains suspended by 
this apparatus continuously for the first three or four 
days, after which it may be disconnected at night and 
for a rest period of one to three hours during the day. 
Its use should be continued for about ten to twelve days 
after which it will no longer be necessary. After its dis- 
continuation, the arm should be placed on a pillow at 
right angles to the body with the forearm and hand 
semiflexed. 

The balancing of the weight and muscle tension pro- 
vides the necessary passive motion while a_ certain 
amount of active motion within safe limits can be car- 
ried on by the patient with very little effort. This is 
conducive to early function, prevents contracture and 
provides an almost complete recovery of motion within 
the short period of hospital convalescence. The longest 
period required in any case treated by this method, for 
restoration of 80 to 90 percent function, was four weeks. 
In a number of cases the patients were able to place 
their hands on the top or back of the head within four 
days after operation. All of them were able to perform 
this motion freely and without pain within a period of 
ten or twelve days. 
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Physical Therapy of Neuralgia of Brachial Plexus. 
Abst. in Jour. A.M.A., 100:7 :536, Feb. 18, 1933, from 
Policlinico, Rome, 39:621 (Dec. 1) 1932. 


Farneti reports his experiments with infra-red and 
ultraviolet rays, light baths and diathermy in forty-two 
patients. He obtained better therapeutic results with 
erythema doses of ultraviolet rays in essential or idiopa- 
thic neuralgia of the brachial plexus due to deforming 
osteo-arthropathy of the cervical segment of the spine. 
The author has introduced a modification in the technic 
of diathermy of the servical column and the brachial 
plexus: The patient reclines on a physical therapy table 
with raised back. A rectangular electrode measuring 
about 8 or 12 cm. is placed on the cervical segment of 
the vertebral column with its longer side in a transverse 
direction, adapted to the form and dimensions of the 
nuchal region and held in place by a sand bag. Instead 
of the sand bag a fairly long elastic bandage may be used 
which encircles the neck, passes under the axilla and is 
knotted at the back. This nuchal electrode, which con- 
stitutes the active electrode, is connected with a pole of 
the apparatus. Two other rectangular electrodes, from 
9 to 18 cm. in size, are applied to the middle third of 
each arm and are connected to the other pole of the 
apparatus ; these, which are larger than the nuchal elec- 
trode, constitute the negative electrode. In this way 
two currents run from the middle of the arms and con- 
verge on the cervical segment, where the active electrode 
is placed and where in cases of arthritic alterations of 
the cevical segment the greatest quantity of diathermic 
heat is desired. This method is also applicable to un- 
ilateral neuralgia in which, by applying an electrode to 
the healthy arm, a more unified diffusion of diathermic 
current is obtained on the cervical portion. The author 
states in conclusion that: 1. The diathermic currents and 
ultraviolet rays possess a more efficacious therapeutic 
action in comparison with light rays, infra-red rays and 
light baths. 2. The best therapeutic action was obtained 
by treating the essential neuralgic forms of osteo- 
arthrosis of the cervical segment of the vertebral column 
with diathermy carried directly to the cervical vertebra. 
3. Regarding the mechanism of action of ultraviolet 
rays in the treatment of neuralgia of the brachial plexus, 
the best theory is that of a reflex stimulation which modi- 
fies the circulation in the nutrient vessels of the nerve 
assisted by a general action of humoral nature. 


Ultraviolet Radiation in So-called Neuralgias. Abst. 
in Jour. A.M.A., 100:4:291, Jan. 28, 1933, from Arch. 
Phys. Ther. X-Ray Radium, Chicago, 13:610 (Oct.) 
1932. 

Kobak and Frankel are led to the conclusion from 
clinical studies during the past five years, that ultraviolet 
irradiation provoking a sharp, local erythema definitely 
produces an amelioration of symptoms in so-called cer- 
vico-brachial neuralgias. Checked by controls, in which 
similar conditions were treated with recognized medica- 
tion, the results obtained by means of local ultraviolet 
irradiation demonstrated satistactory and at times per- 
manent relief. In addition, the simplicity of the technic 
utilized in these instances is such that any physician with 
an ordinary background in ultraviolet procedure can se- 
cure results similar to those obtained in_ their 
They base their conclusions on a series of 141 cases. Of 
the 83 patients who reported for further observation, 
51 have been discharged as cured, 21 were greatly im- 
proved, 7 were slightly improved and 4 were not im- 
proved. Ultraviolet irradiation was employed in all the 
cases according to the method accepted in the interna- 
tional literature ; namely, the erythema dose. 
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Heliotherapy in the Treatment of Surgical Tubercy, 
losis. Joseph S. Barr, M.D., in N. E. J. of M., 208;3. 
131, Jan. 19, 1933. 

Let us first briefly review the known proved effects of 
heliotherapy. 

(1) When the skin is exposed to the sun’s rays, there 
is an immediate hyperemia of the whole body due ty 
radiant heat. This hyperemia is not restricted to th 
irradiation part and is due to the longer wave lengths 
of the spectrum, i. e., the infra-red rays. 

(2) There is an erythema localized sharply to the 
irradiated area. There is dilatation of the skin capjj. 
laries. This is caused almost wholly by the ultraviole 
radiation. If the radiation is carried on beyond this 
point “sunburn” occurs. Sunburn is a purely lethal phe. 
nomenon and denotes death of skin. 

(3) The third effect of sunlight on the skin is pig- 
mentation. The normal skin pigmentation, which de. 
termines whether one is blond or brunet, is due to ip. 
tracellular melanin. What is the function of this pig. 
ment ? 

(a) It is a protection against excessive irradiation, 

(b) Pigmented skin warms more quickly and holds 
more heat than the untanned skin. 

The penetration of body tissues by the various wave 
lengths of the sun’s spectrum has been carefully investi- 
gated and it is known that the power of penetration in- 
creases proportionately to the wave length. Skin 1 mm 
thick stops over 99 per cent of the ultraviolet rays. The 
longer visible rays penetrate skin with greater ease while 
the infra-red rays may pass through several centimeters 
of skin and subcutaneous tissues. 

Experiments on animals have shown that hyperemia 
produced by irradiation is present not only in the skin 
and subcutaneous tissues but also in the spleen, kidneys, 
liver, bone marrow and lungs. If the insolation is intense 
there may be actual hemorrhage into the liver spaces 
and alveoli of the lungs. Here we may find the physi- 
ological answer to the established clinical fact that intense 
sunshine is contraindicated in active pulmonary and bone 
tuberculosis. 

There is a great mass of experimental evidence con- 
cerning the effect of solar and ultraviolet radiation on 
the blood picture, * * and the concensus of opinion is 
about as follows: 

(1) The hemoglobin content of the blood is not par- 
ticularly affected by heliotherapy. 

(2) The red blood count and hematocrit changes due 
to sunshine, like the hemoglobin, are negligible. 

(3) The total white blood count also remains prac- 
tically unchanged by heliotherapy. On the other hand, 
there is an increase in the percentage and total number 
of lymphocytes with a corresponding decrease in poly- 
morphonuclear cells when a healthy person is exposed 
to sunshine. 


What is the effect of helitherapy on metabolism? In 
general there is practically no change in the basal meta- 


bolic rate due to insolation. Over long periods of time, 
on similar diets, animals in darkness tend to gain weight 
a little more rapidly than those getting heliotherapy. 
The effect of irradiation on calcium and phosphorus 
metabolism has been carefully studied. It has been 
shown that the amount of calcium and_ phosphorus 
absorbed from the G. I. tract is increased. The blood 
analysis shows an increased phosphorus level and a de 
creased calcium level, so that the product of the two 
remains constant. It is not the purpose of this papet 
to discuss the effect of heliotherapy on rickets and tetany 
which diseases are specifically linked with deficient cal- 
cium and phosphorus metabolism. There is no evidence 
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that surgical tuberculosis is dependent upon or influenced 
by changes in mineral metabolism. 

“There is one more factor in the physiology of a nor- 
mal person influenced by irradiation. That is the psychic 
change. All writers agree that heliotherapy in correct 
dosage produces a feeling of well being, mental and 
physical, finding expression in freedom from worry, joy 
of living, and lack of fatigue. The effect of over-dosage 
is quite the opposite. ; 

The most important evidence from our work at the 
Peabody Home concerning the effect of sunshine was 
gathered by Dr. Hoeffel. He selected forty children with 
joint tuberculosis and divided them into four groups. 
in all of them the diet and orthopedic care were stand- 
ardized. The average age of the four groups was essen- 
tially the same. The one variable factor was sunshine. 
One group, used as a control, was kept in the ward, never 
being exposed to any form of light rays. The second 
group was exposed to direct sunshine every day, weather 
permitting. The third group received their heliotherapy 
through ultraviolet transmitting glass. These children 
were kept constantly on a porch, the roof and wall of 
which were covered with Corning or Vita glass. The 
fourth group received daily exposure to the quartz mer- 
cury vapor lamp. The period of study extended over 
two years. Frequent careful observations were made 
on the red blood count, hemoglobin, hematocrit, and total 
and differential white blood count. An analysis of the 
results of this study shows that the changes in the 
peripheral blood were practically identical in the four 
groups. The control group had as high a hemoglobin 
and red blood count and practically the same hematocrit 
reading and total and differential white blood count at 
the end of the experimental period as did the other 
groups receiving various types of light therapy. They 
gained weight in the same manner, and clinically their 
tuberculous lesions seemed to do as well as those of the 
children whose bodies were thoroughly sun-tanned. 

Everyone who has observed Rollier’s cases agrees that 
they do extremely well. So do our children at the New 
England Peabody Home and at many other orthopedic 
hospitals scattered over the globe where heliotherapy is 
being carried out in rigorous regime. The results are 
as much superior to older methods of out-patient treat- 
ment as are the results as Saranac superior to ambula- 
tory treatment of pulmonary tuberculosis. 

Exactly what are the changed factors? 

l. Rest. Our patients go to bed and stay there until 
they are far on the road to recovery. The affected joint 
is kept at rest by the use of adhesive skin traction for 
tuberculous hips and knees, splints for ankles, wrists 
and elbows, and hyperextended plaster shells for Pott’s 
disease. Abscesses are left severely alone. Every effort 
is made to keep them from becoming secondarily in- 
fected with pyogenic organisms. Chronic sepsis in a 
deep seated tuberculous joint, not invariably, but fre- 
quently leads to amyloid disease and death. 

2. Good food, fresh air and adequate medical and 
nursing care all tend to increase the patient’s resistance 
and so aid in the reparative process. 

3. Sunshine, producing sun-tanned bodies, a happy 
mental outlook, increased muscular tonus, and possibly 
stimulating more rapid calcification of abscesses and 
healing of sinus tracts is a non-specific but valuable aid 
in treatment. 


Penetration of Transparent Materials for Ultraviolet 


Rays. Robert G. Bloch, M.D., and Dorothy Jared 
Hoijer, B.S., Chicago, Ill., The Jour. Lab. & Clin. Med., 
xviii :5 500, February, 1933. 
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In the course of experiments with ultraviolet ray 
irradiation of tubercle bacilli, it became necessary to 
know which material used as cover for cultures would 
be most penetrable for ultraviolet rays, and thereby 
would permit the greatest bactericidal effect. 

Fig. 1, skin irradiation experiment. Irradiation time 
seven minutes; distance 60 cm. The areas encircled by 
dotted lines are those irradiated through ordinary win- 
dow glass and Vitaglass respectively. There was no 
erythema in either of these areas. The Corex D showed 
slightly more erythema than the cellophane 0.13 mm. 
area, while the skin effect in the cellophane 0.03 area was 
equal to and even greater than that in the Quartz glass 
and uncovered control areas. 

Fig. 2, culture irradiation experiments. Irradiation 
time fifteen minutes; distance 30 cm. A suspension of 
tubercle bacilli of the virulent human strain H 119 was 
used. Eight milligrams of organisms were distributed 
in 1 c.c. of sodium phosphate solution M/15. The ir- 
radiation was carried out on 24% mm. deep layers of the 
suspension in Stender dishes. Two parallel experiments 
with ten minute and fifteen minute irradiation times 
respectively are recorded. (The fifteen minute period 
tubes of the experimept with the 0.13 mm. cellophane 
were lost and only the ten minute irradiation results re- 
corded.) Three culture tubes were planted for each 
irradiation period ; that is, a total of six tubes was avail- 
able for each transparent medium. The additional five 
minutes hardly affected any difference in the growth of 
the organisms. The recorded readings of the cultures 
were made four weeks after their implantation. The 
tabulation in Fig. 2 records the growth in each culture 
tube ; 0 indicating definite absence of colonies ; 1, the pres- 
ence of a few colonies; IIII the growth of a maximum of 
colonies. Below each column in the figure, the photo- 
graph of a representative culture is shown. Only the 
window glass and Vitaglass cultures showed a maximum 
number of colonies in all tubes. With the 0.13 mm. 
cellophane this was nearly so, while Corex D produced 
a slight but definite inhibition of growth. With 0.03 
mm. cellophane great inhibition was observed, in fact, 
as much as was present in the uncovered controls and 


in the cultures of bacilli irradiated through Quartz glass. 


It will be noted that the findings by the culture experi- 
ments correspond well with those of the skin irradiation. 
Vitaglass, as well as window glass, stands out for failure 
to allow penetration of ultraviolet rays of erythema pro- 
ducing or bacteriocidal (tubercle bacilli) wave lengths, 
while thin cellophane of 0.33 mm. (or less) strength is 
recognized as an excellent material for ultraviolet ray 
transmission. 


Tar and Ultraviolet Radiation in the Treatment of 
Psoriasis. William H. Goeckerman, M.D., Los Angeles, 
California, in British J. Phys. Med., vii:12:215, March, 
1933. 

It is well known that tar preparations of various kinds 
have been in vogue in the treatment of psoriasis almost 
from the time of its differentiation from other cutaneous 
affections. It would seem as though all the various tars 
and their derivatives have enjoyed considerable popu- 
larity at one time or another. So far as I can determine, 
oleum rusci (birch tar) has been favored in the past by 
the masters in dermatology more than any other, but in 
recent years, crude coal tar and some of its derivatives 
have also come in for a fair degree of attention. That 
the various tars and their preparations are often effective 
applications must be admitted. But in my hands they 
have failed as often as they have succeeded. 

Soon after the introduction of the various modalities 
for the artificial production of ultraviolet light, favorable 
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reports on its value in psoriasis also appeared. These 
became iricreasingly numerous, and the quartz lamp is 
probably employed in its treatment today as frequently 
as any single agent. But many failures with this modal- 
ity must be admitted. 


TECHNIQUE 

Since this method of treatment may be looked upon 
as being particularly applicable in extensive, inveterate, 
and resistant types of psoriasis, hospital residence is de- 
sirable, because it assures better control of the details 
of the technique. Hospital residence, however, is not 
absolutely necessary, and under some conditions ambu- 
latory treatment may be preferable. 

Under hospital conditions an ointment containing from 
1 to 5 per cent coal tar (crude) is applied about % inch 
(3 mm.) thick to the various patches, whether large or 
small. The ointment that I have employed, and by which 
my results were obtained, consisted of the incorporation 
of the proper percentage of crude tar in about the equiva- 
lent of Lassar’s paste, without salicylic acid. I have 
some evidence that tar may prove effective in solution, 
and thus probably in more agreeable form, but as to 
this I cannot express a final opinion. The ointment is 
permitted to remain in contact with the patches until 
the next day. The excess of ointment is then removed 
with olive oil; a thin film, enough to look like a brown 
stain, is purposely allowed to remain. 

As soon as convenient, these patches are then exposed 
to quartz lamp irradiation, beginning with a small dose 
to avoid any uncomfortable reaction. The exact factors 
will have to be determined by the ultraviolet output of 
the individual apparatus. The ointment is reapplied and 
the exposure given daily. As the patient becomes ac- 
customed to the exposure the dosage may be rapidly in- 
creased. There is no necessity of ever producing an 
erythema; gradual tanning is the object desired. As 
always, light-sensitive individuals must be exposed with 
proper care. Following daily exposure to the light the 
patient may take a soap and water, or if his skin is 
sensitive, an oatmeal and soda bath. He is then permitted 
to spend several hours of comfort, before the procedure 
is repeated. Mild conditions clear up in from two to 
three weeks and severe conditions in from three to four 
weeks. 

The ambulatory patient is treated in the same manner, 
but details may readily be modified to suit the case. It 
is essential, however, that the principle of exposing a 
patch, stained with a thin film of crude coal-tar, to ultra- 
violet irradiation be not ignored. Scalp and nails prob- 
ably are treated better by other methods. Personally, I 
have used chiefly a 20 per cent unguentum hydrargyri 
ammoniati and occasionally small doses of x-rays. 


Resutts or Tuts MetHop 

It should not be considered a cure in the strict sense 
of the word, as it is not likely that any external meas- 
ures will have a sufficiently profound effect on the 
mechanism productive of psoriasis to effect a permanent 
disappearance of lesions. The intervals of freedom 
from eruptions have varied from several months to 
years, much as seen by other methods effective in given 
cases. One can, however, recommend it as effecting 
almost a certain temporary disappearance of the lesions 
in any case. Since it never has been associated in my 
experience with the symptoms of tar poisoning, exacer- 
bations of the eruptions or permanent injury to the skin, 
so often seen following the use of other drugs, or x-rays, 
it would seem that this method gives the patient afflicted 
with psoriasis about as much as we can offer him until 
the aetiology of the disease is better understood. 
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Aside from the excellent symptomatic effect on th 
patches of psoriasis, it has been my privilege to obser, 
certain results in the years that I have employed thi 
method, which may not prove insignificant. In fag 
it is possible that from a fundamental view-point they 
may be of more importance than clearing up a patient 
eruption. 

It has long been known that patients with psoriasis 
are apt to develop arthritis sooner or later.  Statistig 
as to the frequency of this occurrence have varied mark. 
edly. In a series of 936 cases studied at the Mayo 
Clinic, 133 (14 per cent) had an associated arthritis 
This percentage approximates that reported from son, 
other good sources. It is my impression, however, thy 
this percentage would prove considerably larger if ever 
patient with psoriasis were carefully studied with refer. 
ence to minor joint trouble. Often, the patient unley 
specifically questioned, will not refer to a mild arthritis 
especially when the eruption is extensive. Of the 133 
patients in whom the psoriasis was associated with arth. 
ritis, 40 were systematically treated by tar and ultn. 
violet irradiation. The eruption responded as readily 
in these patients as in those not associated with arthritis 
It was a striking fact that in about half of these th 
active symptoms of arthritis entirely disappeared with- 
out any other treatment. It seemed as though the 
psoriatic patches contained or elaborated a_ substance 
that produced or aggravated an arthritis. 

In my experience exfoliative dermatitis has usually de- 
veloped in psoriasis as the result of intercurrent infec 
tions, the injudicious use of arsenic internally, and local 
irritants such as chrysarobin externally. In such cases 
there is, however, some other underlying disturbance oj 
the general health which should be searched for dil- 
gently. There is here and there evidence in the litera- 
ture that the development of an exfoliative dermatitis rep- 
resents a fundamental degenerative process of the skin. 
To this I cannot subscribe because the tar and irradiation 
treatment not only brings about prompt and rapid resti- 
tutio as integrum, but a number of patients under my 
observation have remained free from psoriasis for a con- 
siderable number of years following such a complica 
tion. I would be rather inclined to think that the skin 
or, for that matter, the system, had been changed biolog- 
ically as the result of this experience in such a manner 
as to offer a less favorable soil for the development oi 
psoriatic patches. More likely than a degenerative 
process is auto-sensitization as conceived by Whitefield. 

The belief that the skin has undergone a true degen- 
erative process is also contrary to histopathological find- 
ings. While it is true that the eruption has often lost 
every resemblance to psoriasis clinically, and that only 
the previous history of the case will suggest the diag- 
nosis, it is equally true that the eruption retains all the 
cardinal features of psoriasis histologically. So much s 
that with sufficiently intensive search it is always pos 
sible to recognize the true nature of the exfoliative 
dermatitis. In the absence of proper equipment for his- 
tological examination the tar and irradiation treatment 
probably can be used as a diagnostic criterion. If ones 
dealing with an exfoliative dermatitis of this type the re 
sponse to treatment, if properly used, should be prompt. 
In my experience, other forms of exfoliative dermatitis 
have not responded as well. 


Efficiency of New Orleans Sunshine in Preventing 
Rickets in Rats. Henry Laurens, Ph.D., and H. S. 
Mayerson, Ph.D., New Orleans; Am. J. Dis. Child. 
45:1 66, January, 1933. 

That seasonal variation in the incidence of rickets 1s 
due to the changing amount of solar ultraviolet radiation 
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shorter than 313 millimicrons is now universally ac- 
cepted. Despite the decrease in the antirachitic solar 
radiation during the winter months, it has been shown 
that sunshine possesses a definite antirachitic effect 
throughout the year. Tisdall and Brown in Toronto, 
Fleming in Washington, D. C., and Wilder and Vack in 
Boston found winter sunshine to be definitely antirachitic 
for rats even when passed through several of the sub- 
stitutes for ordinary window glass. Caldwell and Den- 
nett in New York and Wyman and his collaborators in 
Boston obtained similar results with infants. Similar 
studies have also demonstrated the seasonal variation in 
the ability of sunshine to prevent weakness of the legs 
in chickens. 
SUMMARY 

Exposure of rats on a rechitogenic diet (Steenbock 
2065) over a period of 31 months shows that an aver- 
age daily exposure to New Orleans sunshine (sun plus 
sky) of from two to three minutes from April through 
October prevents the appearance of rickets, as do average 
daily exposures of from five to six minutes from No- 
vember through March. Vitaglass, corex D and celoglass 
were found to transmit ample solar antirachitic radiation 
throughout the year to prevent the appearance of rickets. 

Average daily exposures to skyshine of from 16 to 17 
minutes from May through September prevent rickets, 
as do average daily exposures of from 22 to 28 minutes 
from October through February, and from 16 to 20 min- 
utes during March and April. Rats exposed to skyshine 
under vita glass and corex D are protected throughout 
the year by correspondingly longer exposures. Celoglass 
was relatively ineffective except during the summer 
months. 

The average daily amount of direct solar radiation of 
wavelengths shorter than 313 millimicrons which will 
prevent rickets is equivalent to less than 0.001 Gm. calory 
per square centimeter (70 microwatts) from April to 
October, and between 0.001 and 0.002 Gm. calory per 
square centimeter during the rest of the year. Measure- 
ment of the total antirachitic radiation, which includes 
the additional skyshine to which the animals are exposed, 
shows that in June and July antirachitic radiation from 
sunshine and skyshine equivalent to between 0.0012 Gm. 
calory (84 microwatts) and 0.0014-calory (98 micro- 
watts) per square centimeter daily will prevent rickets 
in rats. 


Systemic Phase of Tuberculosis Cutis. Elmore Rau- 
ber, M. D., and Leon Goldman, M. D., Cincinnati, in 
Arch. Derm. & Syph., 27:2:295, February, 1933. 

Tuberculous involvement of the skin is an interesting 
part of the picture of tuberculosis. Any observations 
that bring illuminative information to the old problems 
of tuberculosis of the skin should be welcomed. This is 
possible to some extent when easily recognizable foci 
in other organs are present. The interest is increased 
further when the tuberculosis of the skin is in the Negro. 
Because of the comparatively recent invasion of the 
Negro race by the tubercle bacillus and the consequent 
preponderance in that race of the “puerile” form of 
tuberculosis, a study of the involvement of the skin may 
contribute something to the confusing mass of “allergy,” 
“anergy” and “resistance.” Tuberculosis cutis is still 
relatively uncommon in the Negro. Jones stated that: 
“Although lupus erythematous and various tuberculids 
are not uncommon during tuberculosis of the skin, lupus 
vulgaris in our section of the country is almost un- 
known.” 

CoMMENT 

_ These three cases, then, show tuberculosis cutis asso- 

ciated with glandular tuberculosis and, in case 3, with 
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pulmonary and laryngeal tuberculosis. The cutaneous 
lesions appear to be of lupus miliaris disseminatus. The 
lesion of the hand in case 1 may be considered by some 
as an associated sarcoid type. However, lesions on the 
extremities do occur in lupus miliaris disseminatus, and 
the keloidal reaction associated with repeated attempts at 
cauterization may have produced the nodular form that 
was evident. Lupus miliaris disseminatus is an uncom- 
mon disease of the skin according to the general medical 
literature, although relatively more cases are described 
in dermatologic literature. There are, however, prac- 
tically no statistics available in regard to the frequency 
of lupus miliaris disseminatus in the Negro. 

Further analysis of these cases shows some rather in- 
teresting details. Although there is a large personal fac- 
tor in the patient’s history in case 3, glandular swellings 
preceded evident lesions of the skin and respiratory com- 
plaints were noted before the cutaneous manifestations. 
These facts, associated with the pathologic picture, may 
add further evidence to the hematogenous development 
of this form of lupus. The onset of the eruption in each 
case was apparently not associated with acute symptoms. 
All three patients showed glandular tuberculosis and, 
especially, mediastinal involvement. The association of 
tuberculosis of the skin with tuberculosis of other organs 
is supposed to be infrequent. The percentages usually 
given are from 2 to 8. From a study of tuberculosis of 
the skin in children, in whom this condition is more com- 
mon than in adults, Bruusgard believes that the condi- 
tion occurs after bronchial and glandular tuberculosis, 
and that it is more difficult to find the primary focus as 
the child grows older. When one considers the extent of 
tissue invasion in such cases one is struck by the apparent 
mildness of the reaction. A negative reaction to tuber- 
culin (1:1,000) given intradermally, as occurred in two 
cases, has been noted before in lupus miliaris dissemin- 
atus. In each case, moreover, the cutaneous picture aided 
materially in the diagnosis of the patient’s condition. 
Conversely, the necessity for a complete careful exam- 
ination of the patient with tuberculosis cutis is shown. 

In regard to local treatment, complete excision, electro- 
coagulation and electrodesiccation were performed. Dur- 
ing the brief period of observation of these cases the 
Spontaneous disappearance of lesions was not noted. 


CONCLUSIONS 

Three cases of tuberculosis of the skin in Negroes, 
of the lupus miliaris disseminatus type, were associated 
with glandular tuberculosis, especially prominent medias- 
tinal tumors, and in one case with far advanced pul- 
monary and laryngeal tuberculosis. 

In spite of the extensive tuberculosis, a relatively 
benign appearance was noted. 

The necessity for complete examination of a patient 
with tuberculosis cutis is shown as the solution of the 
problem of therapy for the individual patient is only 
begun with the recognition of the cutaneous phase of 
the condition. 


The Effects of Alternating Electrical Currents on the 
Heart. D. R. Hooker, W. B. Kouwenhoven and O. R. 
Langworthy (From the Johns Hopkins University.) 
Am. Jour. Physiol., CII] :2:444, Feb. 1, 1933. 

This paper constitutes a further report on our study 
of the effects of electrical currents on the dog heart as 
they relate to ventricular fibrillation. We are particularly 
interested in the suggestion made in the earlier litera- 
ture that ventricular fibrillation is not induced when a 
large current flows through the body and that if present 
can be stopped by a high voltage counter shock. We 
have found this statement to be true and further that a 
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suitable electrical counter shock may be used to resus- 
citate the fibrillating heart after electrical accidents. We 
have devoted our attention to the study of this question. 
In addition to this material we have collected certain 
subsidiary data of interest to report. The subject matter 
will, therefore, be presented under several headings. 


SUMMARY AND CONCLUSIONS 

Working with the dog heart in fully anesthetized ani- 
mals, we have studied the effects produced by different 
values of 60 cycle alternating current. This was used 
because of the ease with which permanent ventricular 
fibrillation may be established by electrical stimulation 
and because our main interest was to investigate the 
value of electric counter shock in overcoming ventricular 
fibrillation. 

Alternating currents of five or more amperes when 
passed through the body. for one-half to five seconds will 
not produce ventricular fibrillation. However, the usual 
house circuit (110 volts) similarly applied will invariably 
produce fibrillation because the current that flows pre- 
sumably is not sufficient to inhibit the heart. 

One milliampere of current, applied directly to the 
ventricular musculature, is sufficient to cause fibrillation 
and the extreme ventricular apex is as sensitive as any 
other point on the ventricles. 

With the electrodes applied directly to the heart, cur- 
rents of 0.4 ampere for five seconds will cause fibrillation 
and currents of 0.8 ampere or more will stop fibrillation. 
A current of 0.8 ampere will not induce fibrillation and 
a current of 0.45 ampere will stop fibrillation. In the 
intact animal with the electrodes on either side of the 
thorax the curent spreads out over the body tissues. In 
order to obtain a sufficient current through the heart to 
arrest fibrillation, the countershock current must be in- 
creased to the value of at least four or five amperes. 

Following the countershock the ventricles are quiescent 
for a brief period. When contractions begin they are 
very feeble but quickly increase in vigor and the cir- 
culation is reestablished if fibrillation has not continued 
for long. If fibrillation has lasted for two minutes or 
more, spontaneous recovery of effective beats will not 
follow. Under these circumstances cardiac massage may 
be of signal benefit. 

Of even greater assistance than cardiac massage is the 
central carotid injection of adrenalin in a salt solution. 
Our best results were obtained by injecting, under a pres- 
sure of 150 mm. Hg., from 5cc. to 10 cc. per pound of a 
solution made up of CaCl: 0.046 per cent in NaCl 0.9 
per cent containing heparin, saturated with oxygen and 
warmed to body temperature. To this mixture have 
been added 2 cc. adrenalin chloride 1 :1000. 


Animal Adaptation to Environmental Temperature 
Conditions. Cordelia Ogle and C. A. Mills, (From the 
Laboratory of Experimental Medicine, Cincinnati.) Am. 
J. Physiol., CII1:3 :606, March 1, 1933. 

In our study of climatic effects we have become con- 
vinced that the temperature factor is a very important 
one in determining the stimulating quality of man’s en- 
vironment. The mean monthly temperature level and 
the variability of daily temperatures across the mean 
greatest weight. Most stimulating for man 
seems to be a mean temperature between 38 F. and 64 F., 
with frequent fluctuations of moderate extent across this 
mean Various phases of human social and eco- 
nomic development have proceeded with greatest rapidity 
and have been most extensive in those regions where 
the climate is characterized by such temperature condi- 
tions. (See Huntington’s Civilization and Climate.) In 


pe SSESS 


range. 


those lands where it remains above 64 degrees F. all, 


PHYSIOTHERAPY REVIEW 





or most all, of the time, or below 38 degrees F., little 
development of humanity takes place unless the climay 
is possessed of great variability or storminess. Sufficiens. 
ly wide and frequent changes in temperature, however 
seem able to neutralize the depressive effects of heat og 
man. Unfortunately, the large land and population 
masses in the tropics and sub-tropics are handicapped by 
both heat and lack of variability. j 


SUMMARY OF RESULTS 


Animals adapted to constant heat are found to log 
to a considerable degree their ability to produce hey 
and keep warm under chilling emergencies. Thog 
adapted to a cooler environment are more able to meg 
chilling conditions by increased heat production, by 
succumb to excessive heat much more readily than q& 
those adapted to constant warmth. 

A few hours cooling each day is found to counterag 
the depressive effects of heat, and to keep the metabolism 
just as responsive to chilling as does a constantly cog 
environment. Animals adapted to a cold or changeable 
environment rapidly exhaust their glycogen supplies 
when chilled, while combustion is much slower in tho 
from the hot room. 


Treatment of Menstrual Disturbances. Abst. in J. 
A. M. A., 100:8:626, Feb. 25, 1933, from Wiener klin, 
Wochenschrift, Vienna, 45:1512 (Dec.) 1932. 

Novak discusses the treatment of amenorrhea. He 
points out that the physical measures that are frequently 
employed, such as diathermy, hot foot or sitz baths, moor 
or mud packs, mustard packs, mustard baths and poul- 
tices, all have the object to produce genital hyperemia. 
Change in the milieu, particularly sojourn at altitudes 
between 700 and 1,100 meters, is also helpful in some 
cases of amenorrhea. In discussing emmenagogues the 
author mentions iron, arsenic and particularly potassium 
permanganate, but also certain vegetable products. The 
treatment with sex hormones, particularly folliculin, 
should aim at imitating the normal cyclic change in the 
hormonal content of the blood, that is, because the 
hormone content of the blood increases steadily from 
the time of menstruation until it reaches the maximum 
shortly before the next menstruation, the dosage of the 
hermonal preparations should be gradually increased and 
then discontinued several days before menstruation. Dur- 
ing the third and fourth week, administration of a stand- 
ard corpus luteum preparation should be combined with 
the folliculin medication, but this should likewise be dis- 
continued a few days before menstruation. The hypo 
physeal hormone preparations have not come up to ex 
pectation, but it sometimes proves helpful to combine 
roentgen irradiation of the hypophysis with the adminis- 
tration of sex hormones. The abnormally profuse or the 
too frequent menstrual hemorrhages usually yield more 
readily to treatment than does amenorrhea. It is get- 
erally possible to check the hemorrhage by preparations 
producing contraction of the vascular or uterine mus 
culature. Corpus luteum preparations are helpful 
cases of menorrhagia due to small cystic degeneration 
of the ovaries. A preparation of the posterior hypo 
physis and autohamotherapy have also proved effective 
in some disorders of menstruation. An operative it- 
tervention becomes rarely necessary, and before resort 
ing to it roentgen treatment may be tried. Occasionally 
an irradiation of the liver or spleen checks or at least 
reduces the hemorrhage and, if this is not the case, 
ovarian irradiation can be attempted but this requires 
precaution because it involves great dangers. The author 
further discusses the treatment of the menstrual paifi 
particularly the form designated menstrual colic by him. 
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He believes that it is due to a spastic contraction of the 
smooth muscles of the internal genitalia. It was pro- 
duced first by a severe shock, and the fear of the return 
of the pain produces it again and again. This pain can 
be overcome in many instances by a_ psychoanalytic 
method; namely, discovering the psychic trauma that 
caused the first attack and explaining the pathogenesis to 
the patient. The great number of antispasmodic medica- 
ments that have been recommended indicates that not one 
of them is entirely reliable. Treatments based on the 
supposition that the menstrual pain is due to mechanical 
obstruction of the discharge are rarely effective. 


Treatment of Scars and Keloids. Abst. in Jour. A. M. 
A, 100:10:784, Mar. 11, 1933, from Die Arstliche 
Praxie, Vienna, 7:12 (Jan. 15) 1933. 

According to Stein, cicatricial changes of the skin are 
the result of destruction of the papillary layer. Cicatrices 
may occur in various forms. The least noticeable, or 
smooth ones, are even with the surface of the skin and 
become manifest either by hyperpigmentation or by 
depigmentation. The mildest preparations that have long 
been in use to counteract superficial hyperpigmentation 
are aqueous solutions of sodium borate or solutions of 
corrosive mercuric chloride. Other bleaching agents 
mentioned by the author are a bismuth ointment, weak 
acids and hydrogen dioxide preparations. Depigmented, 
whitish scars can be covered up with a suitable cosmetic 
or can be colored to harmonize with the other portions of 
the skin by application of fluids, such as a solution of 
potassium permanganate. If the skin becomes too dark 
by the application of this substance, it can be made lighter 
by the use of an aqueous solution of oxalic acid. The 
following method frequently proves helpful when the 
depigmented scars are still new: The area around the 
scar is covered with adhesive plaster and, after an al- 
coholic solution of oil of bergamot has been rubbed on 
the whitish scar, quartz lamp radiation is applied. 
Cicatrices that are not level with the surrounding skin 
should be softened and smoothed out. Into this group 
belong particularly the scars resulting from acne vulgaris, 
acne varioliformis and variola. Softening can be effected 
by the pepsin poultices recommended by Unna. Kromayer 
overcomes slight differences in the level by grinding them 
off. The scars of variola and acne can also be treated 
with sepeated scarifications or by application of carbon 
dioxide snow. The latter should be employed so that 
there is no scab formation but only peeling. The author 
found diathermy effective in cases of this type. Scars 
that adhere to the underlying tissues can be mobilized 
by injections into the rigid tissues, or iontophoresis with 
potassium iodide solution can be tried. Extensive scars 
may develop into tumor-like formations. These so-called 
cicatricial keloids are best influenced by irradiation. The 
author recommends unfiltered rays for new, still soft 
keloids and filtered rays for the older, deep seated keloids. 
The surrounding areas should aways be covered. 


Report to the Council on Physical Therapy on Helio- 
therapy Methods in Some European Sanatoriums. W. 
W. Coblentz, Ph. D., Washington, D. C., in J. A. M. A., 
100:6:410, Feb. 11, 1933. 

As was anticipated before going, excepting in minor 
details, European methods of light therapy are not es- 
sentially different from those practiced in this country. 
In general, patients suffering from pulmonary tuber- 
culosis are not given treatments with ultraviolet rays. 
But the ultraviolet sunlight treatment of surgical cases 
ot tuberculosis is successful, especially at the high 
altitude stations in Switzerland. 
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For treatment with artificial sources of radiation, some 
of the smaller hospitals use portable carbon are and 
mercury arc lamps. In one hospital there was an in- 
stallation of four or five horizontal mercury are lamps 
in long rectangular reflectors placed round a circle. At 
a distance of about a meter in front of the lamp a white 
line was painted on the floor, and the patients follow 
along this line to the tune of phonograph music. 

In general, the mercury arc lamp is considered “too 
cold” and in at least one German hospital there is an in- 
stallation consisting of quartz mercury are lamps and 
highpowered, gas filled, tungsten filament lamps, which 
combination simulates more nearly natural sunlight in 
total radiation. 

The high altitude solariums in Switzerland depend 
principally on natural sunlight for the treatment of surgi- 
cal cases of tuberculosis with light rays. In one institu- 
tion, when there is no sunlight, the affected part (e. g., 
the knee) is exposed to infra-red radiation. Instead of 
the fancy, expensive lamps sold to the medical profes- 
sion, numerous ordinary 500-watt electric lamps (in 
common use for heating rooms, and costing only the 
equivalent of a few dollars) are used by individuals. 
For this purpose the lamps are provided with clamps 
for attachment to the beds. 

In the sanatoriums in Denmark, where there is less 
sunlight than in the countries mentioned, considerable 
dependence is placed on artificial ultraviolet radiation. 
The equipment appears to be standardized, consisting of 
30-ampere vertical, bare, carbon arc lamps, hung in 
groups of three, longitudinally, between two couches. 
This permits the simultaneous treatment of two persons 
by each two-couch three-lamp, installation. In one sana- 
torium, two long rooms are set aside for light treatments. 
For this purpose there are several dozen carbon arc 
lamps, each one of which is adjusted for voltage by an 
electrician, at a central switchboard, provided with volt- 
meters and rheostats. 

The sunporches of the sanatoriums usually face south 
or southeast, and, at least in some of the mountain sana- 
toriums, the exposure of the patient is begun soon after 
sunrise, which is thought to be especially beneficial after 
the period of darkness and rest. But no exposures are 
made during the heat of the noon and afternoon hours. 
In this respect, as already stated, the procedure is much 
the same in all countries. 

Excepting one small solarium, which is provided with 
pyrheliometers for measuring the total incident solar 
radiation intensity, I saw no systematic equipment for 
measuring the dosage intensity, though one institution 
had a dosage meter on hand, but it was not used. 

The general dosage procedure is empirical, based on 
the attending physician’s general experience and on the 
reaction of the particular patient undergoing treatment. 


Ultraviolet Ray Not Contraindicated in Diabetes. 
Queries and Minor Notes, Jour. A. M. A., 100:10:766, 
Mar. 11, 1933. 

To the Editor:—I have been informed by one 
technician and by one layman, who gives courses in 
physical therapy for manufacturing concerns, that ultra- 
violet radiation is definitely contraindicated in diabetes 
mellitus. They did not know why this was so. Will 
you kindly give me what information you have on 
this? 

Charles E. Gillespie, M. D., Seymour, Ind. 

Answer.—There has been much contraindication as 
to the use of ultraviolet radiation in diabetes mellitus. 
The factors of dosage, erythema production and con- 
stitutional reaction have not been controlled. Theory 
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has played a large part. Clinical observations have 
confirmed the belief that ultraviolet radiation when 
employed in suberythemal dosage or in carefully regu- 
lated mild erythema] dosage is not contraindicated in 
diabetes mellitus. 


General Principles of Hydrotherapy. Josef B. Nylin, 
M. D., Chief of the Department of Physical Therapy, 
The Hospital of the University of Pennsylvania, Phila- 
delphia, in Arch. Physical Therapy, XIV :2:89, Febru- 
ary, 1933. 

Mopr oF APPLICATION 

The reactive peripheral hyperemia produced by cold 
water is termed, in hydrotherapy, simply “Reaction.” 
In reality, however, the term reaction means much 
more than the reactive peripheral hyperemia with its 
visible manifestation namely the reddening of the skin. 
It means that all the vital functions are activated and 
are responding favorably to the cold stimulus. As a 
consequence, the patient feels comfortably warm and 
experiences a pleasant sensation of enhanced vigor 
and well-being. Thus, in “reaction” we have a valu- 
able criterion by which we can measure the patient's 
tolerance to the application; and further, by the pres- 
ence or absence of reaction we are enabled to judge 
whether or not the desired therapeutic results can be 
expected. It follows, therefore, that a rational hydro- 
therapeutic technic must be so designed that a good 
reaction is obtained. Adherence to the following rules 
will aid in bringing about this good reaction: 

1. Find out the patient’s reactive capacity. This 
is conveniently done by wrapping around his arm a 
wet, cold towel on which friction is then applied for 
fifteen to twenty seconds. Reddening of the skin from 
this procedure usually indicates a good reactive ca- 
pacity of the patient. 

2. Make certain of sufficient difference in tempera- 
ture between the water and the skin. On the other 
hand, the temperature of the water must be cold 
enough. (Hewever, moderation must be practiced in 
this respect as in everything else.) On the other hand, 
precautions must be taken that the skin be sufficiently 
warm previous to the application. A warm bath room 
(optimum temperature 80° F.), avoidance of drafts 
and administration of the water immediately after the 
patient’s disrobing or getting out of bed are a few of 
the requisites. Occasionally, particularly in delicate, 
anemic or old individuals, it is advisable to warm the 
patient by some artificial means preparatory to the 
cold water procedure, e.g., by wrapping him in dry 
warm blankets or, in institutional practice, by giving 
him a cabinet bath until he feels comfortably warm. 

3. Always add some form of mechanical stimula- 
tion to cold water procedures such as friction of the 
skin, ete., because mechanical stimuli enhance consid- 
erably the effect of cold water. 

4. Let the application be brief (one to three minutes 
usually) to prevent equalization of the skin and water 
temperature. 

5. For the same reason apply the water as suddenly 
as possible at a definite temperature. 

6. If the patient does not react as readily as desired, 
rather than raise the temperature of the water, apply 
the water to only a part of the body surface and make 
the application very brief. 

Types OF APPLICATION 

The Towel Bath. 
ered with blankets. 
water at 70° to 60 


The patient is in bed and is cov- 
A linen towel wrung from cold 
F. is wrapped’ successively around 
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each arm and leg, then applied to the front of th 
abdomen, and then to the back. Friction is performe 
on the wet towel until the skin feels warm thro 
the towel. Different towels are used alternatingly fo 
each part, which is rubbed, dried off and placed unde 
the blanket before the next part is treated. This 
simple application is very useful for its mildly ton 
effect in bedridden and seriously ill patients and as, 
preparatory measure for more vigorous treatment, 

The Sheet Bath is a more powerful measure. The 
patient is wrapped from neck to foot in a coarse. 
textured linen sheet wet with water at 80° to 60°F 
Brisk friction is applied on the sheet until it fees 
warm. Immediate drying off follows. The sheet bath 
is valuable for restoring nervous and vascular tone 
and for redistributing blood in passive hyperemia, cop. 
gestion and stasis of the deeper tissues and organs, 

The Wet Pack is applied as follows: The patien 
is snugly wrapped from neck to toes in a linen shee 
wrung out of cold water at a temperature of 76° ty 
60° F. Outside of the wet sheet one or more blankets 
are then wrapped. The contact of the cold wet shee 
with the skin brings about a reactive peripheral 
hyperemia. Heat from the dilated blood vessels dis. 
sipates, therefore, freely through the skin into the 
pack, but its escape into the external air is greath 
retarded due to the poor conductivity of the blankets 
Heat from the body thus accumulates more and more 
between the skin and the pack until, finally, the pa 
tient is enveloped in a layer of warm vapor the temper- 
ature of which, however, never exceeds that of the 
blood. The influence of this mildly warm vapor upon 
the sensory nerve-endings, the depletion of the cere- 
bral vessels resulting from the repletion of the peri- 
pheral vessels, the absolute immobility enforced upon 
the patient by the snugly applied pack and the entire 
absence of mechanical stimulation, all combine to pro- 
duce a decided sedative, hypnotic effect, the patient 
often falling asleep in the pack. Applied with a dura 
tion of three-quarters of an hour to one hour the wet 
pack, like the prolonged neutral bath, is an applica- 
tion of great merit in nervous irritability and motor 
neuroses. Its greatest value, however, is in insomnia. 
In this condition most gratifying results are usually 
obtained from the wet pack even in cases where all 
other attempts at relief have failed. 


Treatment of Chorea by Baths. Abst. in Jour. A.M.A, 
100:10:780, Mar. 11, 1933, from Brit. Med. J., 2:1054 
(Dec. 10), 1932. 

Copeman treated a series of forty-four cases of 
chorea in children under 15 by means of somewhat 
prolonged immersion in baths at “neutral” tempera 
tures, and general (light) massage. A small control 
series was treated on orthodox lines. He found that 
the same result was ultimately achieved in the two 
groups. The bath group took longer, but the ultimate 
incidence of relapses proved lower than in the con- 
trol group. It is probable that a combination of the 
two methods with ordinary drug therapy would prove 
a more successful measure than either separately. 
This could be easily adopted in the hospital, since no 
special apparatus—other than an ordinary air ring of 
a canvas bath top cover to fit the ward bath—is neces 
sary. The patients were placed in the ward baths for 
a period of from one to one and a half hours in the 
morning and again in the afternoon. The bath was 
filled with tap water at skin temperature and kept a 
this point throughout by partial refilling at intervals. 
Each child had an air ring placed round his neck, 
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Of the which enables him to lie back in the bath and relax 
forme {without fear of his head becoming submerged. In 
through had cases, When the danger would still be present, a 
gly for MP canvas cover was fitted over the bath, and the head 
d unde fF emerged through a hole. After the bath the child 

This {was put to bed for an hour, and then light skin mas- 
Y tonic HH sage (sedative) was given to the limbs and back for 
nd asf twenty minutes. Children with heart disease were 











nent. also treated in this way but were conveyed on a trolley 
e. The fe and lifted in and out of the bath. 

Coarse. — 

60° F Establishment of Occupational Therapy Service in a 


it feels HP General Hospital. Helen S. Willard, in Hospital Prog- 
et bath HP ress, xiii:12:449, December, 1932. 


iT tone Dr. G. Canby Robinson has said, “There is no form 
ia, con. | of therapy that requires closer adaptation to the needs 
ans, of the individual patient and whose application re- 


patien [} quires a more thorough knowledge of the patient as a 
n she | whole, including his temperament, his background, his 
76° t) & mental status as well, as the character and extent of 
lankets fF his physical disability.” 


t sheet The author considers trained personnel; choosing 
iphera) | the work; types of work; knowledge of anatomy re- 
‘ls dis } quired; physical and occupational therapy; financing 
ito. the the department. 

greatly eae 

ankets, Respiratory Infections in Children, Henry Heiman, 


1 more — M. D., New York, in Arch. Pediat., L:1:53, January, 
he pa B 1933. 

emper- The general treatment aims to build up resistance 
of the and immunity. The so-called catarrhal vaccines are 
r upon § more vaccines than catarrhal. Since the etiological 
> cere: F agent of upper respiratory catarrh is invisible, and 
e pers — virtually unknown, a vaccine made from the common 
| upon fF secondary invaders can aim only to ward off the ac- 
entire — cessory symptoms and not the cold itself. It can 


0 pro F readily be seen then that it is rather far fetched to 
patient F state that such inocculations have diminished the inci- 
dura- — dence of colds. True, it may be argued, that such an 
he wet F effect may be non-specific. Then why should not 
pplica’ F typhoid vaccines or milk injections or any form of 
motor — foreign protein therapy be used, instead of employing 
yminia. misleading preparations (like catarrhal vaccines) 
‘sually which only befuddle the issue to physicians and laity 


re all alike. 

Bacteriophage therapy locally is the most recent in- 
novation. While this method of treatment is in its 
4 infancy, there is grave danger that it will die in its 


a infancy. For here again, only some of the secondary 
doe invaders can be affected, if they are influenced at all 
: by such treatment. The old adage still obtains : “When 
es Ol f there are many treatments for a single ailment, none 
ewhat are any good.” 
apera- The liberal use of vitamins, particularly vitamin A 
ontrol in the form of cod liver oil and now haliver oil 
1 that has been invoked to check the incidence, if not the 
e two course of respiratory infections. Vitamin A has been 
imate shown to have a specific effect upon epithelial growth, 
; Con and its insufficiency leads to epithelial degeneration 
rf the with subsequent ready infection. Thus, keratitis and 
prove sinusitis are common sequelae of vitamin A deficiency. 
ately. But it must be continually held in mind that such con- 


ce no | ditions are brought about by dietary regimes to which 
ng oF our children are not subjected. It has recently been 


1eces- definitely shown by several careful observers that an 
1s for excess of vitamin A added to a normal diet does not 
n the decrease the frequency of respiratory infections. In 
| was the same category is the effect of ultraviolet radiation 
pt at upon the frequency of colds. Only when there has 
ee been a real under-exposure to air and sunshine, it is 


possible for resistance against colds to be below par. 
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Protracted administration of ultraviolet radiation does 
no harm, but has no value as far as respiratory infec- 
tions are concerned. 


Diseases of the Peripheral Arteries—Classification, 
Diagnosis and Treatment. George E. Brown, M.D., 
Rochester, Minn., in Pennsylvania Medical Journal, 
xxxvi:5:305, February, 1933. 


VASOMOTOR DISORDERS 


Primary Vasospastic Disturbances—Raynaud’s Dis- 
ease represents a primary bilateral, vasospastic dis- 
turbance involving the hands or feet, or both. 

Secondary Vasospastic Disturbances—These are not 
important. The changes in color are usually unilateral, 
and usually occur in the course of a primary disease. 
They are observed in association with thromboangiitis, 
peripheral neuritis, atrophy from disuse, and, occa- 
sionally, lesions of the central nervous sysiem. The 
“white finger” seen among older patients with arterio- 
sclerosis is also due to a secondary vasospastic dis- 
turbance. 

Primary Vasodilating Disturbances—In primary 
vasodilating disturbances, there are three important 
signs: intermittency of the phenomena, and increased 
surface temperature and redness in the affected part 
during the attack. Erythromelalgia is the classical 
example of a primary vasodilating disorder. 

Secondary Vasodilating Disturbances—These forms 
are often very distressing. The most important of them 
has been found in cases of polyeythemia vera. 


Occ.LusIvE DISEASES OF THE PERIPHERAL BLoop 
VESSELS 

Thrombo-arteritis Obliterans—This disease, form- 
erly known as “presenile gangrene” was thought to be 
largely a disease of the Jews. It is a form of acute, 
subacute, or chronic relapsing arteritis producing 
thrombosis. It involves largely the arteries of the 
extremities, or large and medium size. The super- 
ficial veins are frequently involved by a similar proc- 
ess, recognized clinically as superficial phlebitis. This 
is usually of one of two types, nodular or linear. A 
‘higher racial incidence occurs among the Jews. The 
disease has authentically been reported to have af- 
fected persons of practically all oriental and occi- 
dental races. 

The etiology of this disease is unknown. 

Treatment of this disease is of paramount impor- 
tance and the word “treatment” carries a broad im- 
plication, since prevention of the trophic lesions and 
gangrene is the most important aim. 

If the diagnosis is made in the early stage, before 
the presence of trophic changes and ulceration, pro- 
tective measures are paramount. There should be 
avoidance of all trauma to the parts, avoidance of 
excessive exposure to cold, avoidance of surgical 
trauma to the parts such as occurs with close trim- 
ming of the nails, and prophylaxis against trichophy- 
tosis. The patient’s cognizance of diminished blood 
supply of the extremity is the most effective insurance 
against subsequent trouble. 

Measures to increase the circulation are of value. 
Postural exercises, as outlined by Buerger, are useful 
in the stage before trophic change takes place. Meas- 
ures for warming the extremities by mild grades of 
radiant heat, great care being used not to exceed 
temperatures of 110 to 120 degrees F., may be em- 
ployed. Prevention of burns of the poorly vascular- 
ized skin is secured by adequate ventilation of the 
heater and intermittent use of it. Contrast baths may 
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be used with due precaution against maceration of the 
skin. Various substances have been used for in- 
travenous injections, such as sodium citrate and hyper- 
tonic solution of sodium chloride. Many of these give 
definite relief of pain and improve the peripheral circu- 
lation, possibly because of mild nonspecific reactions 
I have used triple typhoid vaccine (Lederle’s) as an 
active measure to produce fever and dilatation of the 
peripheral vessels. Induction of systemic fever is 
one of the most effective measures to induce vaso- 
dilation, and thus serves as a useful therapeutic meas- 
ure. It is practically without danger if the inducing 
agent is given in small doses intravenously, and if 
patients are of the prearteriosclerotic age. It should 
not be used in arteriosclerotic disease because of the 
increased tendency of these patients to thrombosis. 
Injections are given every third to fifth day in courses 
of 10 or 12 injections.: Relief of pain and healing of 
ulcers have been obtained in 70 per cent of the cases 
seen at the clinic. ‘These medical measures, combined 
with a period of rest, will frequently restore the patient 
to a fairly normal status, but they do not insure against 
further relapses of the disease and additional closure of 
other segments of the arteries. The expectancy of 
subsequent amputation among patients who are not 
given adequate medical or surgical treatment is more 
than 30 per cent. In 150 cases in which fairly ade- 
quate medical measures were carried out for a period 
of one to six years, 15 per cent of the patients sub- 
sequently lost a leg (Barker). 

Sympathetic ganglionectomy has proved efficacious 
in properly selected cases of thrombo-angiitis obliter- 
ans. Selection is based on two factors: demonstration 
of excessive vasoconstriction in the affected extrem- 
ity, and due appreciation of important clinical features 
such as correct diagnosis, age, occupation, and the gen- 
eral condition of the patient. If trophic lesions are 
present, the potentiality of healing and the relief of 
pain should be demonstrated by adequate medica 
treatment before operation. 


SCLEROSIS OF THE PERIPHERAL ARTERIES (DIABETIC 
GANGRENE, SENILE GANGRENE) 

Arteriosclerosis is a generalized process, but it may 
be more intense in some vascular areas and may dom- 
inate the clinical picture. 

The treatment of this condition is often a problem. 
If diagnosed in the stage before trophic change ap- 
pears, the institution of prophylactic measures is of 
supreme importance. Mild grades of radiant heat 
should be applied for short periods, and postural exer- 
cises and contrast baths (if there are no ulcers or if 
the ulcers are small) help. The induction of fever is 
contraindicated. 


On the Treatment of Alimentary Obesity. Edward E. 
Cornwall, M. D., F. A. C. P., Senior Attending Physi- 
cian, Norwegian Hospital; Consulting Physician, 
Bethany Deaconess, Brooklyn Eye and Ear, St. John’s 
and South Side Hospitals, Brooklyn, New York, in 
M. Times and Long Island M. J., 1xi:2:45, February, 
1933. 

Alimentary obesity should be treated by diet and 
hygiene, and not by drugs or thyroid extract. 

And first it must be determined whether or not the 
obesity should be reduced; for there are conditions 
which contraindicate reduction. It is generally bed 
practice to reduce obesity in the presence of acute in- 
fections; and if during the course of reduction treat- 
ment an acute infection occurs, the treatment should 
be temporarily discontinued. In the aged reduction 
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should be made very cautiously if at all. And ii the z 
severe conditions of disease generally reduction scrip 
contraindicated, except perhaps in some forms of heap spon 
disease. In any case undergoing reduction treatme; tion 
if untoward symptoms appear the treatment should i mary 
discontinued. the ¢ 
The reduction should be slow, averaging not mop secor 
than two pounds per week and often less than thy prox 
In the beginning of treatment a greater loss of weigh The 
may be allowed and expected. It often happens thy fH that 
a diet which later in the course of treatment woul MM these 
produce a loss of not more than two pounds per wee, meas 
will, during the first few weeks of treatment, produ persi 
a loss of considerably more than two pounds per wee pains 
It is a good rule to take three months for a reductio HF heen 
of twenty-five pounds, and nine months or a year fy HB case: 
a reduction of more than fifty pounds. After am of th 
duction of twenty-five pounds it is well to rest fq 
a month or more, keeping the weight as nearly co. 
stant as possible. The reduction should not be pushej Di 
to the extreme limit, that is, until the weight ha Abst 
reached the average for age and stature; it is well from 
stop at a point about twenty pounds above the averag Se 
figure. of re 





The amount of physical exercise allowed must d& 
pend on the circumstances of the case. Obesity itsel 
is a factor limiting exercise. In extreme cases it may 
be necessary to restrict exercise to the point of keep. 
ing the patient in bed for a time. For the averag 
case without notable failure of the heart a good genera 
rule is for the patient to take the exercise required by 
the ordinary activities of life. In the more moderate 
cases, especially in cases occurring in comparatively 
young people, additional exercise, especially in the fom 
of walking, may be advisable. 

Massage may help in selected cases, but massage 
generally considered does not appear to be an impor 
tant agent in the treatment of alimentary obesity. 

Regulation of the diet is the essential treatment oj 
this disease. This regulation is quantitative and quali 
tative. 

The quantities of food are determined first. They 
depend on the age and stature and the excess com- 
bustion power of the individual. A particular reduc- 
tion of the fuel ration may produce a greater reduc- 
tion in weight in one case than in another; but ger- 
erally it is found convenient and proper to begin in 
an arbitrary manner with a considerable reduction of 
the fuel ration, and then to vary the fuel ration soa 
to meet the indications as presented by the scales; but 
very rarely is it advisable to begin with a fuel ration 
less than half of that which would be required bya 
life of moderate activity; and usually the fuel ration 
should be greater than that. 
































Fever Therapy of Chronic Arthritis and of Spondy- 
itis Deformans. Abst. in Jour. A.M.A., 100:5 :383, Feb. 
4, 1933, from Munchen. med. Wehnschr., 79-192 
(Nov. 25), 1932. 

Horn employed a preparation consisting of fever 
inducing substances from nonpathogenic _ bacteria 
Fever therapy in chronic nongonorrheal arthritis and 
in spondylitis deformans (1) changes the chronic i 
flammatory processes of the joints into acute ones 
with a better healing tendency as a result of the 
acidosis produced by it, (2) aids and stimulates the 
natural defense mechanisms of the organism by stim 
lating the bone marrow, and (3) produces a slight 
flooding out of leukocytes as the essential defense 
mechanism of the organism. The results obtained by 
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the author with fever therapy are shown in the de- 
scription of five cases. Two of the patients had 
spondylitis deformans, one had a chronic inflamma- 
tion of the small vertebral joints, another had a pri- 
mary chronic progressive rheumatic polyarthritis of 
the elbow and shoulder joints, and the other had a 
secondary chronic rheumatic polyarthritis of the 
roximal joints of the fingers and of the wrist joints. 
The therapeutic action of fever is proved by the fact 
that this was the only treatment at the time and that 
these cases had been refractory to the usual therapeutic 
measures. The severe ankylosis of the vertebral joints 
persisted of course after the fever therapy, but the 
pains disappeared and a patient who for months had 
been bedfast was again able to walk. In the other 
cases the pains likewise disappeared and the motility 
of the joints improved greatly. 


Diathermy in Treatment of Dementia Paralytica. 
Abst. in Jour. A. M. A., 100:4:290, Jan. 28, 1933, 
from Am. J. Syph., St. Louis, 16:519 (October), 1932. 

Schamberg and Butterworth report twenty-six cases 
of refractory syphilis treated by means of fever pro- 
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duced by diathermy. This group included twelve cases 
of dementia paralytica, one of dementia paralytica with 
tabes, three of tabes dorsalis, one of cerebrospinal 
syphilis, two of interstitial keratitis and seven Wasser- 
mann-fast cases. Of the nine dementia paralytica pa- 
tients who completed the treatment, six, or 66 per cent, 
improved, three of whom returned to their former oc- 
cupations. The one case of dementia paralytica with 
tabes showed marked improvement, as did the one 
case of cerebrospinal syphilis. Of the three patients 
with tabes dorsalis, one was relieved of pains entirely 
and improved physically. A second patient improved 
physically and the pains decreased but there was no 
improvement in his ataxia. The third patient became 
progressively worse. The two cases of interstitia! 
keratitis showed considerable improvement but in both 
cases their treatment was augmented by mercurial in- 
unctions and bismuth intramuscularly. The seven pa- 
tients was Wassermann-fast syphilis showed no change 
in their serologic observations after treatment, but 
only from one to seven months has elapsed since their 
discharge from the hospital. The authors describe the 
technic, advantages and disadvantages, reactions and 
complications of diathermy treatment. 
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The Posse-Nissen School of Physical Education 
Founded in 1890 


THREE YEAR PHYSIOTHERAPY COURSE-—First two years are spent in our regular Physical 
Education Department, the third year specializes in Physiotherapy, the curriculum of which is 
based on the standards of the American Physiotherapy Association. 


THREE AND FOUR YEAR NORMAL COURSES IN PHYSICAL EDUCATION: Includes four 
months in camp at Hillsboro, New Hampshire, Playground Course. 


4 
DORMITORIES PLACEMENT BUREAU 


Apply to Registrar for Catalogue and Complete Information 
779 Beacon Street Boston, penises 











342 Lowry Medical Arts Building, St. Paul 


MISS HELEN FOSS MISS MARTHA HINDMAN 
Formerly with Dowling School, Minneapolis Formerly with Miller Clinic, St. Paul 
Members of The American Physiotherapy Association 


Treatments given only when prescribed by Attending Physician 


Specializing in Treatment of Spastic and Infantile Paralysis 
TANK—for Under Water Treatments—Muscle Training—Massage 
Remedial and Postural Exercises—Electrotherapy—Thermotherapy—Actinotherapy 


Opening January 3, 1933—Hours: 9 to 5 








WASHINGTON SCHOOL OF 
PHYSICAL EDUCATION 


1726 New Hampshire Ave., N.W. Washington, D. C. 


ONE SCHOOL YEAR COURSE IN PHYSIOTHERAPY for graduates of Physical Education and 
Graduate Nurses. Courses based on the standards of the American Physiotherapy Association. Guy H. Lead- 
better, M.D., Director, Miss Louisa C. Lippitt, Associate Director. 

TWO, THREE AND FOUR YEAR COURSES IN PHYSICAL EDUCATION. Fine professional fac- 
ulty and standard courses. One year course in Playground. 

DORMITORIES—idea! location. Summer school in all departments. Second semester begins Feb. 1, 1933. 
Catalog sent on request. 











NORTHWESTERN UNIVERSITY MEDICAL SCHOOL 


CHICAGO, ILLINOIS 
PHYSICAL THERAPY COURSE 


This course, designed for Graduates of Physical Education and Graduate Nurses, will be given at the North- 
western University Medical School and in affiliated hospitals from October 2, 1933, to June 30, 1934. 

Credit toward a degree will be granted for this course in the School of Education of Northwestern University. 

Special emphasis will be placed on Physiology, Pathology and Anatomy, in which there will be lectures, dissec- 
tion and quizzes. Special instruction and many hours of practical work will be given in Massage, Muscle Training and 
Corrective Exercise, especially in the treatment of the various forms of paralysis, spinal curvatures, faulty postures, 
fractures and industrial injuries. Instruction and practical work will also be given in Electrotherapy, Natural and 
Artificial Radiation, Hydrotherapy, Occupational Therapy, Physical Therapy Department Administration, and Admin- 
istration of work for the handicapped. 

The course will be under the direction of John S. Coulter, M. D., Assistant Professor of Physical Therapy, and 
Miss Gertrude Beard, R. N. 

Application should be made to the 


Dean of Northwestern University Medical School, 303 East Chicago Avenue, Chicago, Illinois 
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The Sargent School of Physical Education of 
BOSTON UNIVERSITY 


FOUR-YEAR COURSE IN PHYSICAL THERAPY 
Given with the Cooperation of The B. U. School of Medicine 
The preparation for this course runs parallel to elor of Science, with a special diploma in Ph 
the | ange years of general work in Health ical Therapy. The course has sapeonl a 
and Physical Education. The last two years are the American Physiotherapy Association. For 
entirely devoted to Physical Therapy. The full further information, address Professor Ernst 
course results in the academic degree of Bach- Hermann, Director, 


THE SARGENT SCHOOL OF BOSTON UNIVERSITY  camsndSiei@huserrs 
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ATHENIA CORSETS 


for Correcting Posture with 
ORTHOPAEDIC SUPPORT 
INCE 1897 Chandler’s Corset Store has in conditions ,equiring special spinal and ab- 
support. 


enjoyed the confidence and endorsement dominal 
of physicians who have prescribed and used Athenia Corsets are designed by and made 
— Saye They are an effectual aid in exclusively for Chandler’s Store at 50 
evelopi maintaini mot pee Temple Boston, and are not available 
being Hestgned with the pos. Lon of ortho- ee 
paedic surgeons who are first in their field. Expert corsetieres are at our fitting rooms 
The Athenia Corset is built to support the where fittings are made according to the 
natural curve of the spine and abdomen with- physician’s directions. They are also pre- 
out pressure at the waist or dia and ~ pared to fit under the physician’s supervision 
is, therefore, of definite help to the physician at his offices or hospital. 
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50 Temple Place, Boston 











NORTHWESTERN UNIVERSITY MEDICAL SCHOOL 


CHICAGO, ILLINOIS 


PHYSICAL THERAPY COURSE 


This course, designed for Graduates of Physical Education and Graduate Nurses, will be given at the North- 
western University Medical School and in affiliated hospitals from October 2, 1933, to June 30, 1934. 

Credit toward a degree will be granted for this course in the School of Education of Northwestern University. 

Special emphasis will be placed on Physiology, Pathol: tomy, in which there will be lectures, dissec- 
tion and quizzes. Special instruction and many hours of pr work will be given in Massage, Muscle Training and 
Corrective Exercise, especially in the treatment of the various forms of 
fractures and industrial injuries. and 
Artificial Radiation, Hydrotherapy, 
istration of work for the 

The course will be under direction of John S. Coulter, M. D., Assistant Professor of Physical Therapy, and 
Miss Gertrude Beard, R. N. 

Application should be made to the 


Dean of Northwestern University Medical School, 303 East Chicago Avenue, Chicago, Illinois 











